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PEEFACE. 


I  REGRET  that  this  work  on  Electric  Cystoscopy  was 
not  ready  to  accompany  the  international  testimonial 
offered  to  Dr.  Max  Nitze  in  the  early  part  of  the  year,  for 
without  the  cystoscope,  which  we  owe  to  his  mechanical 
genias^  the  studies  which  I  have  attempted  to  describe  in 
the  following  pages,  and  which  I  now  gratefully  dedicate 
to  him,  could  not  have  been  carried  out.  For  it  is  to  his 
genius  that  the  profession  is  indebted  for  the  method  which 
has  revolutionised  our  knowledge  and  greatly  modified  our 
operative  treatment  of  surgical  urinary  disease. 

It  will,  however,  be  observed  that  I  have  not  quoted  the 
conclusions  which  he  and  other  workers  have  arrived  at. 
I  have  purposely  avoided  studying  any  literature  bearing 
upon  the  subject  of  clinical  cystoscopy.  In  defence,  I 
may  say  that  this  is  not  the  result  of  egotism,  but  due  to 
a  studious  endeavour  to  avoid  unconscious  plagiarism  and 
bias.  I  feel  strongly  that  sound  progress  in  the  clinical 
knowledge  of  any  new  field  can  only  be  obtained  by  the 
concensus  of  opinions  which  have  been  independently 
formed.  "  Man  is  mimetic ;  we  repeat  without  thought 
the  opinions  of  some  third  person  who  has  adopted  them 
without  inquiry.^' 

Three  sections  of  this  book — Ulceration,  Tumours  of 
the  Bladder,  and  Ureteric  Meatoscopy, — have  already 
been  published  separately.  This  was  partly  for  the  con- 
venience of  classes  on  Cystoscopy  and  partly  because  the 
subjects  are  the  sections  most  likely  to  undergo  change. 


PREFACE, 

Should  my  increa.*?ed  experience  prompt  me  to  deal  with 
them  more  in  detail,  I  can  do  so  more  easily  in  a  i^econd 
edition  of  each  section  rather  than  in  another  costly  edition 
of  the  entire  voUime.  I  do  not  advocate  Ureteric  Cathe- 
terisationj  nor  do  I  operate  with  the  various  ingenious  intra- 
vesical operating  cystoscopes  which  Dr.  Nitze  and  Dr, 
Caspar  have  devised.  They  do  not  appeal  to  me  as  safe  or 
effective,  but  I  allude  to  them  for  the  careful  consideration 
of  others  less  prejudiced  than  myself.  The  clinical  work 
is  based  upon  fifteen  years'  experience  of  the  Nitze  method 
and  compiled  from  my  notes  of  patients  whom  I  have 
watched,  many  of  them  for  years  ;  I  alone  am  responsible 
for  the  deductions  advanced.  For  the  pathological  findings 
I  am  much  indebted  to  Mr*  J,  H,  Targett,  who  has  been 
most  helpful  in  reporting  on  the  microscopy  of  various 
growths.  The  bacteriological  work  has  been  ably  carried 
on  by  Mr.  Leslie  Eastes,  who  ha^  been  especially  successful 
in  Urinary  Tuberculosis,  detecting  the  tubercle  bacillus 
with  certainty  in  quite  500  samples  of  urine, 

I  am  glad  to  seize  this  opportunity  to  tender  to  my 
professional  friends  my  very  grateful  thanks  for  their  un- 
failing courtesy  and  for  the  infinite  trouble  they  have 
taken  in  keeping  mo  acquainted  with  the  progress  of  the 
patients. 

E.  HURKY  FENWICK. 
14,  S4VILB  Bow,  London,  W. 
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CHAPTER  I. 

THE    HISTORY    OF    VESICO-URBTHRAL    ENDOSCOPY. 

It  will  be  found  on  reference  to  the  abundant  litera- 
ture of  endoscopy  that  the  history  of  its  progress  falls 
without  effort^  according  to  the  character  of  the  illumiuant, 
into  three  distinct  periods : 

1.  The  paraffin  lamp  period. 

2.  The  platinum  loop  period. 

3.  The  incandescent  glow  lamp  period. 

The  opening  of  each  period  is  thus  obviously  marked  by 
a  measureable  advance  upon  the  progress  of  its  predecessor. 

First  Period. 

The  Parajfin  Lawp, 

The  first  period  commenced  in  1805  with  the  invention 
by  Dr.  Bozzini,*  of  Frankfurt,  of  an  apparatus  which  he 
termed  the  light  conductor  (Lichtleiter).  Although  the 
instrument  was  condemned  by  the  Medical  Faculty  of 
Vienna  on  the  ground  of  insufficient  illumination,  yet  the 
idea  was  grasped  by  the  profession,  and  the  method 
foand  many  imitators.  Thus,  John  Fisher,  in  1824, 
completed  an  instrument  which  contained  the  principles 

*  Bozzini,  "  Lichtleiter,  eiue  Erfindang^  znr  anschnang  innerer  Theile  and 
Krankheiten/' '  Jonrn.  d.  prakt.  Arznk.  u.  Wandarznk./  Berlin,  1806,  zziv, 
107—124. 
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upon  whicli  the  Desormeaux  endoscope  of  1853  was  con- 
structed. Segalfis,  to  whom  Desortneaux  wrongly  accords 
the  merit  of  originating  the  principles  of  endoscopy j 
followed  Fisher  with  a  speculum  urethrocysticum.  Bom- 
balgini,  John  Avery  of  London,  Cazenave  of  Paris^  Gessler, 
Malherbe,  Espeisel,  all  added  to  the  literature  of  the 
subject^  and  attempted  to  improve  the  instruments  for 
visual  examination  of  the  urethra  and  bladder. 

The  second  period  reached  its  meridian  in  1853  when 
Desormeaux,*  '*  the  father  of  endoscopy/'  as  Warwick  has 
called  him,  laid  the  first  practical  endoscope  before  the 
Academy  of  Medicine  at  Paris,  and  by  his  powerful  and 
enthusiastic  advocacy  did  much  to  favour  the  develop- 
ment of  the  science.  Furstenbeim  made  the  endoscope 
popular  in  Germany,  In  1865  Cruise^f  of  Dublin,  made 
an  important  improvement  in  Desornjeaux*s  endoscope. 
This  consisted  in  concentrating  upon  a  reflector  the  edge 
of  a  flat  Jlame  of  an  ordinary  petroleum  lamp. 

Camphor  was  mixed  with  the  petroleum  (gi\  x  ad  3j) 
to  increase  the  brilliancy  of  the  light,  and  an  extra  tall 
chimney  was  added  to  produce  a  steady  flame.  As  this 
endoscope  is  typical  of  this  period  we  shall  describe  it  in 
Mr.  Cruise's  own  w^ords. 

^'  Fig.  1  shows  it  in  sectional  view.  It  consists  of  a 
lantern,  in  the  interior  of  which  the  lamp  is  suspended 
by  means  of  a  diaphragm,  which  slides  in  grooves  and 
holds  it  perfectly  steady.  The  lamp  is  so  placed  when  in 
the  lantern  that  the  edge  of  the  flame  is  opposite  the 
aperture  of  the  tube  (a).  This  tube  rotates  freely  in  the 
socket  which  receives  it,  and  carries  the  condensing  lens. 
It  is  attached  at  right  angles  to  another  tube  {b)j  which, 
in  the  woodcut,  for  clearness  sake,  is  represented  in  the 
vertical  position.     This  latter  tube  holds  the  perforated 

•  *  De  FEiidoacopo  et  de  sea  Applications  mi  DingnostLc  et  au  Tmitcment, 
€tc.'     Piir  A,  J.  Di?sormeaux.     Paris  :  J.  B.  Bailliere  nt  Fila,  1865, 

t  "  The  Endoscope  as  nn  Aid  in  the  Diagrmsis  aud  Trcntmeiit  of  Diecase/' 
By  F.  R.  Crnise,  M.D.Uriiv*  Dub.,  etc.  •  Dublin  Quarterly  Jounml  of 
Medical  Science,'  Mmj  let,  1865.     Fauiiiu  and  Co»,  Dublm. 
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mirror^  and  teriuiDates  at  ODe  end  in  a  socket^  wbichi  bj 
meaus  of  a  tlmmb-screw,  can  he  fitted  to  tlie  various 
exploring  specula ;  while  at  the  other  extremity  is  placed 
an  eye-piece  through  which  the  observer  looks.  Although 
represented  in  Fig.   1  in  the  vertical  position  in  order  to 

Fie.  1. 


show  a  section  of  its  interior,  in  use  it  is  kept  as  nearly 
as  possible  horizontal,  as  delineated  in  Fig,  2.  In  order 
to  protect  the  observer's  eye  from  glare  as  much  as  pos- 
fltble,  a  conical  diaphragm  with  a  very  minute  aperture  is 
placed  directly  behind  the  perforated  mirror,  and  the 
interior  of  the  apparatus  and  specula  is  carefully  blackened. 
To  suit  myopic  and  presbyopic  eyes  adjuatiug  glasses  are 
provided,  and  these,  when  required,  take  the  place  of  the 
eye-piece, 

*'  To    prevent    inconvenience    from    the    great    heat 

evolved   by  this  powerful   light  the  lantern  is  made  of 

mahogany,  and  consequently  never  becomes   so  warm  as 

to  inconvenience  the  hand  ;    were  it  of  metal   it   would 

.  ftoon  be  impossible  even  to  touch  it*     This  end  is  further 
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carried  ont  by  haTing  the  top  open,  and  air-holes  per- 
forated in  the  lower  part  of  its  sides  {vide  Fig.  2)  and  in 
the  diaphragm.  These  arrangements  produce  a  constant 
dranght  of  cool  air  through  the  apparatus,  which  has  the 
additional  good  effect  of  steadying  and  intensifying  the 
flame. 

''  The  mode  of  adjustment  of  the  condensing  lens  and 

Fie.  2, 


mirror  to  the  pencil  of  light  given  off  by  the  edge  of  the 
flame  is  the  uext  point  to  be  explained.  The  tube 
(Fig.  1,  a),  is  received  into  a  socket,  wherein  it  freely 
rotates ;  this  socket  is  mounted  on  a  doubly  shifting^ 
stage,  the  mechanism  of  which  will  be  best  understood 
by  reference  to  Fig.  2.  It  admits,  as  may  easily  be 
seen,  of  two  motions,  right  and  left,  governed  by  the 
tangent  screw  (a)  ;  up  and  down,  regulated  by  the  rack 
and  pinion  (i).  By  this  contrivance  the  lens  can  be  easily 
shifted  about  as  required.  The  height  of  the  flame  itself 
is  regulated  by  a  button. 

"  The  cannula  for  the  bladder   (Fig.  3)  resembled  in 
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shape  the  catheter  recommended  by  Mercier  in  certain 
affections  of  the  prostate  gland.  At  the  extremity  of  the 
long  shaft  a  little  window  of  glass  is  let  in  to  permit  the 


Fig.  3. 
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transmission  of  light^  and  is  carefully  cemented  round  so 
as  to  render  the  instrument  water-tight.  The  glass  is 
set  in  a  somewhat  slanting  direction^  so  as  to  obviate  the 
reflection  of  the  light  from  the  perforated  mirror,  which 
might  greatly  embarrass  the  observer.  This  form  of 
catheter  is  easily  introduced  into  the  bladder,  and  then 
the  endoscope  may  be  attached  thereto.  As  the  instru- 
ment is  moved  about,  the  eye  of  the  examiner  can  see, 
bit  by  bit,  the  whole  surface  near  to  which  its  glazed 
extremity  can  be  brought,  viz.  the  border  of  the  prostate, 
the  trigone,  the  fundus,  and  greater  portion  of  the  pos- 
terior  surface.     The  endoscope  being   held   in   the    left 
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hand  and  manipnlated  therewith,  the  index  finger  of  the 
right  hand  introduced  into  the  rectum  can  give  mach 
assistance  in  the  investigation  by  raising  tlie  fundus  and 
bringing  it  into  proximity  with  the  exploring  tube.  The 
anterior  surface  of  the  bladder  has  heretofore  eluded 
ocular  examination,  but  I  am  sanguine  of  being  able  to 

Fig.  4. 


remedy  this  disability ;  fortunately  it  is  rarely  the  seat  of 
disease/' 

In  1867  Cruise  overcame  the  difficulty  of  the  examina- 
tion of  the  anterior  wall  by  an  instrument  of  his  own 
construction  which  he  thus  describes  :***""  A  speculum,  in 

•  F.  K.  Cruiw,  "  On  Irrigation  of  the  Bladder  in  Cystoscopy/*  *  Lancet/ 
1880,  vol.  i,  p.  372,  Feb.  23rd.  This  instrument  was  exhibited  at  the  Dublin 
meeting  of  the  British  Medical  Association  in  1867. 
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form  like  the  one  represented  at  Fig.  3,  in  place  of 
having  a  glazed  aperture  at  the  angle,  contains  ttere  a 
mirror  of  polish t»d  metal j  while  the  window  is  placed  at 
the  end  of  the  short  arm  (Fig,  4  a),  The  light,  following 
the  direction  indicated  by  the  dotted  lines,  is  reflected 
by  the  mirror,  and  passes  throogh  the  window  ;  and 
when  the  instrtiment  is  directed  properly,  as  indicated 
by  the  projecting  ring  at  the  outer  extremity,  it  illumi- 
nates and  ezhibits  on  the  mirror  the  anterior  or  the 
lateral  surfaces  of  the  bladder.  At  first  I  encountered  a 
serious  difficulty,  which  took  me  some  time  and  study  to 
overcome.  So  long  as  the  glass  window  was  set  at  right 
angles  to  the  ray  of  light  I  could  see  nothing  except  a 
brilliant  glare.  Thinking  out  the  matter,  I  came  to  see 
that  it  (the  glass  window),  being  in  a  dark  cavity,  acted 
as  a  reflector,  and  simply  sent  back  the  light.  In  fact, 
I  realised  that  I  was  like  a  person  who,  candle  in  hand, 
looks  out  of  window  into  the  dark.  All  that  can  be  seen 
under  such  circumstances  is  the  image  of  the  candle 
itself.  Ultimately,  by  setting  the  window  at  a  slight 
angle  (15  degrees)  to  the  direction  of  the  illuminating 
rays,  I  eluded  this  difficulty  and  saw  all  clearly.  Next  I 
set  to  work  to  find  a  means  of  examining  the  neck  of 
the  bladder.  For  this  purpose  I  devised  the  speculum 
figured  b  (Fig.  4).  In  it  the  short  curve  is  solid,  and 
just  where  it  commences  a  lateral  window  is  set,  at  a 
proper  angle  to  evade  the  difficulty  already  described, 
and  placed  opposite  a  little  mirror.  The  position  of  the 
window  is  indicated  by  a  projecting  flange  at  the  outer 
end  of  the  speculum.  A  glance  at  the  accompanying 
woodcut,  B,  will  make  these  details  intelligible,  and 
explain  how,  when  this  speculum  is  rotated  in  the 
bladder,  whilst  jointed  into  the  illuminating  tube  of  my 
endoscope,  bit  by  bit  the  neck  of  the  bladder  comes  into 
view.  With  these  specula  and  my  lantern  I  am  thus 
able  to  take  a  complete  survey  of  the  whole  interior  and 
of  the  neck  of  the  bladder/* 

Soon    after    Cruise    had    perfected    the    urethroscope 
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Qtrotopher  HemUi  itfed  it  at  Ibe  Lock  Ho^ital  in 
LfMidcMiy  and  introdaced  it  to  tbe  profBiiwi  ia  K^gluid.* 

FolIowiQg  Heath  is  a  long  Est  of  eontiilMitofs  lo  the 
aobject :  H.  Thompoon,  Pridgin  Teate,  Hemj  Dick^ 
Bomstead^  Bnmton  (otoscope) ,  MaOez,  Tamowskj^  Stem 
(photoendoskop),  Wales,  Eberiaasin^  Bider,  Eoimert, 
Feoger,  Weir,  Lee,  Coariard,  Grniilfeld,t  and  others. 

Laoglebert  prodoced  a  Terr  mach  simpler  urethroscope 
in  1868,  which  coold  be  used  with  dajlight,  lamp,  or 
candle.  Probably  Langlebert^:*  nrethroscope  was  a  model 
of  Warwick's  in  1867- 

With  certain  changes  in  the  reflection  of  the  light 
from  plane  or  concave  mirroiB,  and  in  the  source  of 
light,  aa  gas,  tnagnesinm  light,  orycalciam  or  Drummond 
light,  Aonlight,  daylight,  caodle,  and  lamp,  the  endoscope 
Dnderwent  bot  little  modi 6 cation  until  the  commencement 
of  our  second  period,  the  electrical,  in  1879. 


Secoxd  Pebtod. 

The  Platinum  Loop. 

Althoagh  to  Dr.  Max  Nitze  belongs  by  right  the 
hoDOOr  and  the  credit  of  introducing  the  method  of 
employing  the  electric  light  in  the  illumination  of  the 
deeper  cavities  of  the  body,  soch  as  the  stomach  and 
bladder,  for  diagnostic  purposes,  yet  the  successful  use 
of  electric  light  in  endoscopy,  and  even  the  method  of  its 
productroD,  was  by  no  means  an  innovation  in  1879. 
Fifteen  years  prior  to  the  dxite  of  Dr.  Nitze's  original 
experiments,  Bruck,J  of  Breslao,  a  dentist^  had  conceived 
the  brilliant  idea  of  utilising  a  platinum  loop,  maintained 

*  H«ftth»  C,  **  Tbc  Endoscope  as  a  Means  of  Dlagnotls  and  Treatment  of 
Vrtfihtul  Dfieftflc/'  •  Lmieet,*  1866,  pp.  408 — ill. 

t  I  mm  indebted  to  OHinfeM*!!  article,  "  Das  Eodoskop/' '  Wiener  Klinik/ 
1677,  for  innuy  references  to  tbe  literature  and  luucb  sound  knowledge. 

I  Bruek,  *  Dm  Urethro»cop  utid  dns  Stomatoscop  zur  diirchleucbtung^  der 
Bljite  tind  d«r  Ziljne  utid  ibrer  Noebbartbeile  durcb  gaWatiiBcbea  Qluhliebt/ 
HretUa»  1S67. 
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at  a  white  heat  by  means  of  a  galvanic  carrent,  as  the 
source  of  light  for  examining  the  month.  He  constructed 
and  successfally  used  an  instrument  of  this  kind  which 
he  called  the  stomatoscope.  He  even  advocated  the  use 
of  the  electric  light  in  examination  of  the  rectum  and 
bladder;  but  the  diaphanoscope  which  he  designed  for 
this  purpose  was  tried  at  the  Vienna  Hospital  and  found 

Fio.  5. 


to  be  unpractical.  The  method  was  forgotten,  and  the 
instrument  fell  into  unmerited  disuse.  The  construction 
of  Bruck's  diaphanoscope  is  of  the  simplest,  and  as  Dr. 
Nitze's  and  the  Nitze-Leiter  instruments  are  modelled 
upon  the  same  principle,  it  will  not  be  out  of  place  to 
introduce  it  here  by  way  of  illustration. 

Bruck's  diaphanoscope  is  represented  in  Fig.  5. 
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It  will  be  seen  tliat  the  incandescent  loop  of  platinum^ 
gy  is  surrounded  and  kept  cool  by  a  water  cylinder,  a, 
which  is  supplied  with  a  continoal  stream  of  cold  water 
from  the  cistern,  r,  through  the  pipe,  d  ;  k  is  the  battery 
generating  the  galvanic  current. 

Dr.  Schramm,  of  Dresden  also,  to  whom  Dr,  Nitze 
WHS  assistant^  and  from  whom,  may  be,  Dr,  Nitze  received 
the  idea  of  the  platinum  loop,  had  caused  a  similar 
instrument  to  be  conslnicted  for  diaphanoscopy  of  the 
ovaries.  The  intention  was  to  cause  a  light  placed  in 
the  vagina  to  traverse  the  abdomen,  and  to  allow  the 
physician  to  distingnish  the  outline  of,  and  to  notice  any 
change  in,  the  size  of  the  ovary  by  means  of  the  trans- 
mitted light,  I  have  been  given  to  understand  that  the 
attempt  was  partially  successful  in  a  darkened  room  with 
a  very  thin  subject. 

In  the  middle  of  1876  Dr.  Nitze  had  the  skeleton  of 
the  future  electric  cystoscope  re^dy,  and  in  the  autumn 
of  1877  the  instrument  for  the  urethra,  bladder,  and 
larynx  so  far  advanced  that  they  could  be  used  on  the 
living  subject. 

In  December,  1877,  Dr,  Oberlander^  of  Dresden,  began 
to  use  Dr.  Nitze* a  urethroscope,  which  had  been  made  by 
Diecke,  of  Dresden.  But  the  practical  completion  of  the 
cystoscope  and  gastroscope  presented  difficulties  with 
which  the  Dresden  instrument  maker,  Deicke^  was  unable 
to  cope,  and  Dr.  Nitze  therefore  took  these  latter,  as  well 
as  the  urethroscope,  to  Lieter,  of  Vienna. 

The  cystoscope,  which  Dr.  Nitze  submitted  to  Leiter,^ 
of  Viemifi,  to  improve  in  certain  technical  details,  was 
constructed  as  follows.      It  is  represented  in  Fig.  6. 

It  consisted  of  the  catheter  tube,  a,  which  was  bent  at 
the  angle,  c.  Both  the  electric  connections  and  the 
water-cooling  arrangements  were  very  complicated. 
Thus,  along  the  outside  of  the  concave  surface  of  the 
round  tube  two  triangular  tubes  were  soldered  on ;  these 
communicated    together  nt   the    end-piece,   d.      A    third 

♦  Obtrliiiider, '  Berlin  klin.  Wocheasclir./  1879,  Ko.  48. 
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metal  tube  was  fastened  in  the  same  way  between  these 
two  tabes.  Into  this  latter  tnbe  a  fourth  one,  insulated 
by  means  of  a  silk  covering,  was  slipped.  This  fonrth 
tube  was  for   the  wire   connecting   the  battery  and   the 


platinum  loop  in  the  end  of  the  instrument,  6.  The 
platinum  loop  was  protected  by  a  piece  of  quill,  ee,  A 
telescope  tube  had  to  be  pushed  down  the  length  of  the 
instrument  until  it  reached  the  window,  c.  The  principal 
failings  in  the  instrument  consisted  (1)  in  the  complicated 
water-cooling  apparatus ;  (2)  in  the  sharply  oval  shape  of 
this  five-tube  catheter;  (3)  in  the  quill  piece  being 
insufficient  to  protect  the  platinum  loop  from   the  water 
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in  tte  bladder ;  (4)  ia  the  non-transparency  of  the  quill : 

(5)  in  the  fact  that  the  quill  was  «pfc  to  get  burnt  by  the 
heat  just  at  that  spot  where  translucency  was  needed ; 

(6)  the  window  of  the  straight  tube  not  being  closed,  the 
lenses  of  the  telescope  readily  got  soiled  by  the  water  in 
the  bladder  and  impeded  a  clear  view. 

This,  then,  was  Dr*  Nitze's  original  cystoscope,  but 
with  it  the  interior  of  the  dead  bladder  was  able  to  be 
iUaminated  and  demonstrated  by  Dr.  Nitze  to  a  meeting 
of  medical  men  in  Octoberj  1877.* 

It  is  thns  evident  that  Dr.  Nitze  had  carried  out  this 
idea  of  lighting  up  the  interior  of  the  bladder  and  of 
examining  it  by  a  special  optical  apparatus  whilst  it  was 
thus  illuminated. 

The  cystoscope  was  then  entrusted  to  Mr*  Leiter,  who 
simplified  and  perfected  the  water-cooling  arrangements, 
besides  increasing  the  capabilities  of  the  light.  These 
improvements  were  at  the  cost  of  ten  months  of  pains- 
taking and  expensive  labour,  which  Dr.  Nitze  gratefully 
acknowledged  before  the  Medical  Society  at  Vienna.t 
On  account  of  the  prominence  thus  given  to  Mr.  Leiter, 
the  brilliant  innovation  of  Nitze  is  recorded  in  the  lit^ra* 
tnre  of  that  date  as  the  Nitze-Leiter  cystoscope. 


r/(e  Nitze- Letter  Cystoscope  of  1879. 

Although  this  instrumetit  is  very  similar  in  outward 
appearance  to  the  Nitze  cystoscope  (Fig.  6),  it  differs  very 
greatly  from  it  in  its  internal  arrangement.  I  shall 
therefore  explain  its  construction  in  detail,  and  also 
describe  here  its  necessary  accompaniments,  viz.  the 
water-cooling   apparatus  and   Bunsen  battery,   so    as  to 

•  Prol.  Bireli-Hirfchetd,  who  was  preseDt,  remarked^  on  examining  tbe 
bUddfir,  thut  certain  calcuU  which  had  been  placed  in  that  viscus  for  demon- 
■Inition  porpofei  were  not  vesical  calculi,  but  galUstone*- — Nitie,  **  N»cb* 
wort,"  p.  308,  *  Lebrbucb  der  Kjitoskopie,'  1S89. 

t  •  Wiener  med*  Preiie/  1879,  No.  26, 
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avoid  repetition  of  these  latter  in   the  chapter  upon  the 
Nitze-Leiter  urethroscope. 

L   The  Cysioscope. 

This  instrument  has  the  form  of  a  calculus  sound^  of 
21  French  catheter  gauge,  with  a  sharp  elbow  and  a 
longish  beak  (Figs.  7  and  8).  Two  forms  were  made, 
one  (Fig,  7)  was  for  the  examination  of  the  neck,  aoterior 
wallj  and  sides  of  the  bladder,  and  the  other  (Fig.  8)  was 
for  the  posterior  wall  and  base.  These  instruments, 
however,  agree  in  form,  and  differ  merely  in  the  position 
of  the  light  and  the  arrangement  of  the  lens  and  windows. 
Thus,  in  Fig.  7  the  light  (e)  and  the  window  (/)  are  in 
the  concavity,  and  in  Fig,  8  the  light  and  the  window 
are  in  the  convexity  o£  the  beak  and  elbow. 

Both  instruments  are  made  up  of  three  sections  : 

A.  The  beak  (c),  which  carries  the  electric  lamp, 

B.  The  body  or  shaft  (a  a),  which  contains  the  tele- 
scope or  ocular  tubes  and  the  water-cooling  tubes,  and 
conTeys  the  insulated  wire  from  the  battery  to  the  lamp. 
It  is  furnished  with  a  window  at  the  elbow  {/). 

c.  The  ocular  end  (?j),  which  is  furnislied  with  binding 
screws  for  the  battery  wires  and  funnels  for  the  water 
reservoir  tubes. 

These  sections  have  now  to  he  considered  in  detail. 


A.  The  Beak  (Fig.  9). 

The  entire  beak  is  occupied  by  the  source  of  light^ — 
the  platinum  wire.  The  wire  itself  has  been  removed  in 
Fig.  0  for  the  sake  of  clearness,  but  it  is  seen  in  Fig.  7 
{€}  or  Fig.  8  (d). 

The  end  of  the  wire  rests  upon  the  little  cup,  fe.  Fig.  9, 
and  thus  comes  into  connection  with  the  battery  by 
means  of  the  insulated  wire,  «,  Fig.  9.  The  other  end 
is  kept  pressed  against  the  inner  wall  of  the  beak,  the 
wall  forming  a  conducting  path  for  the  current  and  thus 
completing  the  circuit. 
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This  platimim  wire  lamp  is  almost  sairounded  by  a 
water  compartment  which  is  formed  by  the  junction  of 
the  two  water  canals  passing  along  the  shaft.  The  beak 
has  an  elongated  oval  aperture  in  it  20  mm.  long  (Fig.  7, 
d),  for  the  exit  of  the  rays  of  light  emitted  by  the  plati- 
num lamp.     The  aperture  is  securely  closed  by  a  solid 

VlQ,  9. 


piece  of  rock  crystaK  The  beak  terminates  in  a  cup,  d. 
Fig.  9  (Figs-  7  and  8,  <•),  which  can  be  screwed  off  and 
on  in  order  to  allow  of  access  to  the  platinum  wire. 


B.  Thk  Shaft. 

The  shaft  or  body  of  the  cystoscope  is  little  more 
than  five  inches  in  length,  and  is  of  21  French  catheter 
gauge  in  size.  It  is  divided  into  four  compartments 
(Fig,  10).  The  largest  of  these  is  the  centrally  placed 
telescope  tube,  which  extends  from  the  window  at  the 
elbow  to  the  ocular  or  external  end.  It  measures  5  mm. 
across^  and  is  provided  with  a  system  of  lenses  at  either 
end  and  in  the  middle,  like  a  microscope^  for  increasing 
the  size  of  the  image  refracted  through  the  window 
prism   (/,  Fig.    7;  e.    Fig.  9).     Along   one  side  of  this 
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telescope-tubo  are  placed  two  water  canals  or  compart- 
ments (Fig.    10),  which  unite,  as  1  have  just  mentioned. 

Fig.  10, 

o 

in  the  beak.  The  shaft  has,  moreover,  an  insulated 
compartoient  for  the  conveyance  of  the  conducting  wire 
for  the  platinum  loop.  This  is  placed  between  the  two 
water  canals.  The  window  is  furnished  with  a  prism 
(Fig,  9,  e)  to  refract  the  entering  rays  of  light  directed 
along  the  shaft  to  the  observer's  eye. 


c.  The  Ocular  End. 

The  ocular  end  is  furnished  with  the  fimuel-tubes 
(h,  Pig.  8),  which  place  the  water  canals  and  terminal 
compartments  of  the  cystoscope  in  open  communication 
with  the  water  reservoir,  so  that  a  continuous  stream  of 
cold  water  could  be  made,  under  press ure,  to  traverse  the 
length  of  the  instrument,  and  effectually  absorb  the  great 
heat  emitted  by  the  platinum  loop  when  in  action.  The 
ocular  end  also  possesses  a  grip  or  binding  screw  for  the 
attachment  of  the  connecting  cords  fi-om  the  battery— 
one  of  these  connecting  cords  is  placed  in  contact  with 
the  insulated  wire  in  the  shaft  of  the  cystoscope,  and  the 
other  is  attached  to  the  metal  wall  of  the  instrument, 
which  serves  as  the  completer  of  the  circuit, 

A  small  knob  on  the  ocular  ring  serves  to  show  the 
position  of  the  beak. 

2,   The  IVater-cooliitg  Ap2)aridu^, 

Tlie  heat  which  was  evolved  by  the  platinum  loop  was  so 
great  that  a  water-cooling  apparatus  was  absolutely  indis- 
pensable, I  have  just  described  the  channels  through 
which  the  water  may  enter  the  cystoscope,  ti*a verse  its 
shaft,  surround  the  lamp,  and  pass  off,  after   absorbing 
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tlie  heat  of  the  lamp,  by  means  of  an  exit  tube  {Fig.  8, 
A),  It  is  obvious,  however,  that  a  large  amount  of  water 
pressnre  was  requisite  in  order  to  obtain  a  continuous  cur- 
rent of  cold  water  through  such  narrow  and  tortuous 
tubes.  To  secure  an  uninterrupted  flow  the  reservoir  had 
either  to  he  greatly  elevated,  or  the  water  had  to  be 
driven  up  out  of  a  tank  placed  on  the  floor  by  means  of 
appropriate  pressure.  The  former  method  was  less  com- 
plicated, and    Fig.    11    shows   the   apparatus   which   was 


Fig,  n. 


S^' 


generally  supplied.  From  the  reservoir  df,  which  could 
be  raised  or  lowered  by  means  of  a  pulley,  the  water  was 
carried  to  e,  where  the  force  of  the  current  could  be 
^gnlated  by  means  of  a  tap  before  it  traversed  the  cysto- 
^ scope  or  urethroscope  (t).  The  outfall  was  allowed  to 
drop  into  the  receiver  /. 

A  less  cumbersome  but  more  complicated  water  appa- 
ratus was  subsequentlv  made.      It  is  represented  iu  Fig. 

2 
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12,     It  will  be  seen  that  tbe  water  in  the  resenroir 
forced  upward  through  the  tnbe  %  by  the  pressure  of  a 

no.  12. 


heavy  plunger  weight  bg.  It  will  be  observed  that  once 
filled,  the  re&ervoir  was  self-feeding,  for  the  plunger  weight 
is  so  valved  that  it  offers  no  obstruction  to  the  reaccum il- 
lation of  the  outfall  from  the  cystoscope  into  the  reservoir 
through  the  funnel  tr.  With  proper  adjustment  the 
weight  did  not  need  to  be  raised  of  tone  r  than  once  in 
twenty  or  thirty  minutes. 

3.  The  Bunsen  Battery, 

To  obtain  the  necessary  heating  and  illumination  of  the 
platinum  wire,  an  equable  constant  current  of  a  certain 
intensity  was  of  course  necessary.  This  could  only  be 
obtained  from  a  large  and  cumbersome  battery  fitted  with 
a  rheostat.  The  best  battery  far  this  purpose  was  that 
furnished  with  Bunsen  elements*     It  will  be  seen  in  Fig, 
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11,  h.  Seeing,  nioreover,  that  the  plationm  wire  waa 
easily  fused  if  too  strong  a  current  was  passed  through 
it,  a  carrent  regulator  or  rheostat  (Fig,  13,  or  Fig.  11, 
g  g)  was  indispensable. 


Fig.  13. 


This  battery  had  to  be  refilled  before,  and  emptied 
after  every  operation.     Its  smell  was  often  distressing. 

The  ease  with  which  the  platinum  loop  was  fused,  even 

in  skilled  hands^  and  with  the  adoittonal  protection  of  a 

good  rheostat   (Fig.    13),  can  be  gathered  from  a  letter 

\  which  Mr.  Schall  wrote  to  the  ^  Lancet '  on  February  1 1th, 

1888,      Mr,  Schall  had  to  repair  the  platinum  loop  of  a 
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cystoscope  uetirlj  every  week  for  two  years.  The  instru- 
ment  belonged  to  a  distniguished  German  ^specialist,  who 
persevered  in  its  use,  and  though  well  skilled  in  galvanic 
tecbuiqne  coLild  not  avoid  tlie  almost  weekly  fusion  of  the 
wire.  The  instrument,  there fore^  was  rarely  out  of  the 
hands  of  a  skilled  mechaniciau. 

The  Capabilities  of  the  Nitze-Leiier  Cystoscope. 

Directly  the  Nitze-Leiter  cystoscope  appeared,  its 
fame  spread  far  and  wide.  Professional  men  in  every 
civilised  nation  hastened  to  accord  it  a  fair  trial.  Some 
wrote  an  account  about  its  powers,  others  exhibited  the 
instrument  i  few,  hovs^ever,  persevered  in  its  use. 

Dittel,  Nicokdoni,  Ultzmann,  Mitas,  and  01)erhinder 
all  spoke  warnily  in  its  favour.  8ir  Henry  Thompson 
brought  it  before  the  Royal  Medical  and  Chirurgical 
Society  m  England.  Roswell  Park  advocated  its  use  in 
America. 

Sir  Henry  Thompson^  whilst  demonstrating  its  use 
upon  a  patient  at  the  Royal  Medical  and  Chirurgical 
Society,*  spoke  with  but  little  enthusiasm  of  its  po\ver.«, 
aud  plainly  indicated  its  greatest  defect  in  saying  ^'  that 
he  was  indebted  to  Mr.  Weiss  for  his  intelligent  and 
careful  management  of  the  apparatus,  since  it  was 
essential  for  this,  as  well  as  for  its  maintenance  in  good 
working  order,  that  it  should  be  uuder  the  care  of  a 
person  well  versed  in  the  use  of  galvanic  apparatus,  and 
competent  to  adjust  or  repair  if  necessary  the  very 
delicate  details  whicli  forioed  the  essential  parts  of  this 
somewhat  complicated  but  XQvy  complete  instrument.'^ 
It  was  evident  that  an  instrument  which  needed  the 
constant  supervision  of  a  skilled  mechanician  would  find 
but  little  favour  with  practical  surgeons,  and  Sir  Henry 
Thompson  struck  the  key-note  of  its  subsequent  disfavour 
in  the  words  I  have  just  quoted. 

In   a   lecture  on   the   ^'  Diagnosis  of    Surgical   Urinary 

•  *  Lmncet/  p.  529,  April,  880, 
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Disease,"*  Sir  H.  Thompson  gave  his  opinion  upon  the 
iDStranieut  in  the  following  words : — ^"  There  are  some 
morbid  cuoditions  t}ie  estistence  of  which  we  sometimes 
snspect,  bat  cannot  positively  affirm  to  exist,  whose 
presence  may  now  be  ascertained  through  the  agency  of 
the  new  endoscope  (the  Nitze-Leiter).  I  refer  to  the 
identification  of  sacenlated  stone  as  the  cause  of  per- 
sisting and  anrelieved  symptoms;  to  the  detection  of 
pedunculated  growth,  and  of  villous  disease  of  the  bladder 
removable  by  operation  ;  and^  lastly,  to  the  investigation 
of  the  nature  of  foreign  bodies  other  than  calculi  which 
have  become  lodged  there.  All  these  cases  are,  however, 
more  or  less  rare ;  nevertheless  it  is  our  duty  t  to  be 
provided  with  every  resource,  whatever  it  may  be,  which 
enables  us  to  deal  more  efTectively  than  heretofore  with 
conditions    on    the    management    of    which    grave    issues 

depend I  have  lately  seen  a  fatal  case  of  vesical 

growth  which  might  have  been  easily  removed  by  opera- 
tion ;  in  such  a  case  the  new  endoscope  may  possibly  render 
essential  service." 

Unfortunately,  however,  the  Nitze-Leiter  cystoscope 
does  not  seem  to  have  fulfilled  the  expectations  which 
were  thus  raised  in  England.  In  a  series  of  forty-three 
cases  of  obscure  vesical  disease  which  commenced  in  1880, 
and  which  comprised  twenty  cases  of  vesical  growth.  Sir 
H.  Thompson  does  not  once  make  mention  of  having  used 
the  endoscope  which  he  had  in  his  possession,  but  states 
that  he  resorted  to  digital  exploration  for  diagnostic 
purposes.^ 

We  learn  also  from  other  sources  that  another  Nitze- 
Leiter  instrument  was  obtained  by  Khrone  and  8eseniann, 
of  Duke  Street,  W.,  that  it  was  tried  at  a  hospital  and 
returned  the  second  day  afterwards  with  the  platinum 
rire  fased»  and  a  note  to  the  effect  that  the  instrument 
^was  too  complicated  for  practical  purposes. 

•  *  LauiGet/  Deccniber  6tb,  1879,  p.  823,  pL  iL 

t  Tlic  italics  ure  oar  o«rti* 

I  *  Tumourt  of  Uie  BlAdder/  ISSiw 
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John  Weiss  and  Son  write*  also  to  the  '  Lancet,' 
February  4th,  1888,  to  say  that  they  have  still  the 
original  instrument  shown  at  the  Rojal  Medical  and 
Chirurgical  Society  in  1879  in  their  possession. 

The  reason  why  the  Nitze-Leiter  cystoscope  failed  to 
receive  recognition  will  be  realised  by  anyone  looking  at 
Fig.  11  or  12.  Its  cnmbersomeness  can  thus  be  estimated 
at  a  glance.  I  fiave  said  sufficient  to  prove  its  extreme 
complication^  and  it  only  remains  for  me  to  add  that  its 
working  was  decidedly  fickle  and  its  cost  considerable. 


Thiud  Peiuod. 
The  Incandescent-Lamp  Ctjstoscope  of  1887, 

At  the  time  of  the  construction  of  the  Nitze-Leiter 
cystoscope  of  1879  the  Edison  incandescent  lamp  had  not 
been  patented ;  and  althongh  even  when  the  construction 
of  the  latter  had  been  made  public,  and  its  employment 
as  a  source  of  light  in  endoscopy  had  been  fully  recognised 
and  made  use  of  iu  the  specula  for  the  throaty  nose,  ear, 
and  rectum,  yet  it  was  not  until  1887  that  the  incan- 
descent-lamp cystoscope  for  the  male  subject  made  its 
appearance.  It  is  difficult  to  understand  the  reason  for 
this  delay. 

Dr,  Newman  J  of  Glasgow^t  in  1883  had  devised  and 
used  an  electric  endoscope  for  the  female  bladder^  and 
found  when  the  bladder  was  well  illuminated  the  orifices 
of  the  ureters  could  be  easily  seen  and  catheterised. 

Mr.  Mayo  Robson,J  in  1885^  had  also  introduced  a 
email  half- candle  Swan  electric  lamp  into  a  female 
bladder  through  the  dilated  urethra,  and  had  thus 
illuminated  the  interior  and  displayed  a  carcinDmatoua 
growth . 

•  *  Ijiibrt't,'  "  Eloctric  nininiiiatiou  of  the  Male  niadder.'* 
t  *  GinAgow   Med.    .lourii.,*   Atigutt,    1883  j    also   'Lecture*   on    Surgical 
Diseasei  of  tlie  Kidney/  1&88.  p.  415. 

J  'Lancet/  August  22ud,  18S5,  pt.  2.  p.  341, 


ELECTRIC-LIGHT    CYSTOSCOPY. 


23 


In  Marcb,  1887,  two  incandescent-lamp  cystoscopes 
appeared  before  the  publid  almost  simaltaneonsly,*  one 
after  the  design  of  Dr.  Nitze,  made  by  Hartwig  of 
Berlin,  the  other  emanating  from  the  firm  of  Leiter  of 
Vienna.  Although  these  two  instrnments  are  the  Bame 
in  principle,  yet  they  differ  somewhat  in  detail.  These 
are  the  models  of  the  present  day  (1900)  cystoscopes,  so 
that  a  brief  description  of  these  will  not  be  out  of  place 
here. 


The  NUze  IncaTtdescent^Lamp  Ctfstoscope  of  1887> 

The  instrnment  retains  the  appearance  of  a  short-beaked 
calculus  sound  of  22  gauge  (French)  in  size.  Three  parts 
of  it  demand  explanation. 

The  Beak, — The  beak  is  short,  and  contains  the  small 
incandesceuD  lamp.  The  tip  of  the  beak  is  in  the  form  of 
a  hollow  silver  cap  (G  S,  Fig.  14),  which  has  a  small 
OTal  slit  in  it  for  the  passage  of  the  rays  of  light.  This 
slit  is  only  covered  in  with  the  thin  glass  of  the  lamp* 
The  cap  fits  on  to  the  body  of  the  beak,  S  screwing  into 
,  S'.  Into  this  hollow  cap  a  small  Edison  or  Swan  incan- 
descent lamp  is  cemeuted.  One  terminal  of  the  carbon 
filament  comes  into  contact  with  the  insulated  wire  W 
when  the  cap  is  screwed  home ;  and  the  other  terminal 
becomes  connected  at  the  same  time  with  the  outer  wall 
of  the  cystoscope,  which  serves  as  one  of  the  condncting 
paths  to  connect  the  lamp  with  the  battery.  It  will 
be  realised  that  the  carbon  filament  is  burning  naked  in 
ra  globe,  and  lacks  a  rock-crystal  window  {vide  p.  27). 
Should  the  filament  burn  through,  the  tip  has  to  be  sent 
to  the  instrument  maker  for  repair.  Generally  the 
k  operator  has  two  or  more  silver  tips  all  armed  with  the 
carbon  filament  soldered  in  and  ready  for  use,  so  that  if 
one  fails  another  can  be  screwed  on  immediately. 

The  Shaft. — A  glance  at  the  figure  (Fig.  14)  will  show 

*  Nltse,  '  Illnstrirte  MonaUftchrift  der  &rztliclieo  Polytecbnik/  Mmrcli, 
1887;  Leltrr, '  Koni^.  OetelUchnft  der  Aente  zu  Wien/  Mjirch»  1877. 
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MiMcrmtc-uamt 


tlut  Ibe  calHire  of  llie  slyiftof  ibecjrateWBopeis  no  longer 
apon  and  dimmi&lied  bj  wmtcr-oooliiig  ooai- 
mm  is  tlie  Xitze-Leiler  of  1879.     It  is  giren  op 
lo  whbfol  pmpooes,  and  foms  a  hollow 


Wm,  li^ 


ThU  A^nre  ti  Uken  from  Nitze's  article. 


tubo  funitHlied  with  a  system  of  lenses  for  increasing  the 
«i350  of  the  object  examined. 

Kfty«  of  liglit  from  the  object  under  examinatioii  enter 
tlin  wiiidDw  Nituatt'tl  at  the  bend  of  the  elbow,  are 
refracted  by  the  prism  P  (Fig.    14),  closing  the  window. 
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and,  passing  through  the  system  of  lenses  just  mentioned^ 
are  perceived  by  the  observer's  eye. 

It  will  be  noticed  that  the  window  and  the  light  are  in 
this  instrument  placed  upon  the  concavity.  There  is 
another  in  which  the  light  and  the  window  P  are  placed 
upon  the  convexity,  as  in  the  1879  instrument^  but  here 
the  window  is  closed  with  glass  and  has  no  prism. 

The  Ocular  EntL — The  end  at  which  the  observer's  eye 
is  placed  hws  an  aiTangement  for  eoLinecting  the  battery 
wires  with  the  insulated  wire  W  (Filt,  14)  and  the  outer 
wall  of  the  instrnment.  A  slot  under  the  management  of 
the  thumb  serves  as  a  ''key''  for  opening  and  shutting 
the  circuit. 

Dr.  Nitze  also  invented  another  cystoscope,  in  which  the 
window  was  d mated  not  at  the  elbow,  but  on  the  front 
of  the  beak  itself.  It  is  still  used  for  cases  in  which  an 
enlarged  prostate  is  encountered.^ 


Letters  IncandescenULamf  Cystoscope  (\B>dt7  pattern). 

The  cystoscope  produced  by  Joseph  Leiter^  of  Vienna, 

was  a  reliable  and  highly  finished  instrument.   It  was  very 

limilar  in  appearance  to  the  Nitze  cystoscope,  possessing, 

liowever,  a  longer  beak,  a  shorter  shaft,  and  a  differeotly 

*  arranged  ocular  end.     The  tw^o  forms  are  represented  in 

Fig.  15  (A  and  B). 

In  A  the  window  and  the  light  are  on  the  concavity^ 
and  in  B  the  same  are  on  the  convexity  of  the  elbow  and 
beak  of  the  instrument. 

The  Beah, — The  entire  beak  (Fig.  15,  G)  is  a  hollow 
hood  which  can  be  screwed  on  and  off  the  shaft  of  the 
instrument.  It  has  a  long  oval  aperture  C  F,  covered 
in  with  a  thin  pane  of  rock-crystal.      The  hood  G,  when 

*  Xiue,  **  Hettrige  sur  Enclos<?opie," '  Verhand,  der  Ddtttcben  Gesellfcliaft 
far  Chimrgie,'  p.  184, 1^7.     10t«r  Cotign^ia. 


screwed  on,  linofcetta  tibe  on!  iacndeaoeiii  l^mp.  This 
^  IGgnoii  **  Imaip  wms  fitted  with  teraiiimls  for  msertion 
into  two  sockets,  wliicli  are  in  direct  cownaaicatioii,  by 


L 


Tlifl  two  forma  of  Ijeiter'i  electFic  cystoscopea,  A  iind  B. 

means  of  insulated  surfaces,  with  the  battery.      For  the 
latt  two  or  three  years  cartridge  himps  have  been  supplied. 
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and  the  sockets  replaced  by  a  plate  on  a  spiral  spring  (Fig, 
16).  Here  we  have  a  real  practical  point  in  the  differ- 
ence between  the  Nitze  and  the  Leiter  cystoscopes.  In 
Nitze^s,  if  a  carbon  filament  barns  through,  we  are  forced 
to  send  the  entire  tip,  i.  e,  an  integral  part  of  the  instm- 

Fig.  16, 


^  ^ 


The  cartrid^  lanap.    The  socket.  The  hood. 

ment,  to  the  makers  for  repair.  But  in  Leiter's,  if  the 
same  accident  happens — and  it  does  pretty  frequently,  for 
a  strong  light  is  always  needed^  and  all  small  lamps  are 
frail, — all  that  is  needed  is  to  unscrew  the  hood,  jerk  out 
the  little  lamp,  drop  in  a  fresh  one,  screw  on  the  hood, 
and  work  can  be  recommenced  after  a  pause  of  perhaps  a 
couple  of  minutes. 

These  little  incandescent  lamps,  so  readily  adjustable 

I  in  the  Leiter's  instrument,  cost  about  half  the  price  of 

'  repairing  the  Nitze  filaments. 

At  first  there  were  other  slight  practical  differences 
between  the  two  models ;  time  and  experience  have 
brOQgbt  both  to  a  level,  and  there  is  now  but  little  to 
choose  between  the  two. 

Each  surgeon  will  adopt  the  model  he  prefers  ;  for  my 
part  I  prefer  one  made  for  me  by  Leiter  (Fig.  17).  In  it 
the  beak  is  short,  like  that  of  a  calculus  sound.  The 
ocular  end  is  filled  with  a  rotatory  plate  carrying  the 
binding  screws  c  r?,  whilst  instead  of  the  Nitze  slot  key  a 
small  screw  (b)  opens  and  cluses  the  circuit  and  acts  as  a 
switch.  By  aid  of  the  telescope  a  surface  of  three  to 
four  inches  diameter  can  be  seen  at  once.  The  size  is  23 
French  gauge.  An  ebonite  edging  to  the  ocular  rim  pre- 
vents any  escape  of  the  current^  which  otherwise  takes 
place  when  a  metallic  rim  is  touched  by  a  sweaty  eyebrow. 
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A  Child's  Oystoscope, 

For  some  years  I  have  used  occasionally  a  very  small 
oystoscope,  made  for  me  by  Leiter,  for  male  and  female 


Fig.  17. 


children  and  for  the  renal  pelvis.  It  is  merely  a  very 
small  calibred  cystoscope  (No.  6  e  gauge).  Its  visual  appa- 
ratus is  perfect,  but  it  is  of  course  restricted  in  its  field. 
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Battenes, 

For  those  who  are  not  using  electric  light  io  the  house 
perhaps  the  most  reliable  form  of  battery  will  be  found  to 
be  an  ordinary  six-cell  bichromate  plunge  battery  (Schall), 

Fie.  18. 


th  a  conveuient  lever  arraogeiuent  for  immersing  the 
carboD-zinc  elements  in  the  fluid  (Fig,  18).  It  miwl  be 
fitted  with  a  rheostat^  to  regulate  the  strength  of  the 
current  to  the  strength  of  the  lamp.  If  the  battery  be 
without  one,  constant  failure  is  certain^  and  endless 
aunoyance  and  expense  is  incurred. 

This  battery  is  stated  by  Schall  to  give  a  perfectbj  steiidif 


if .  1Z.L  :t2i.-  :-—  - -£r   r^^^r  ■  ."*:• : bt_ 

lirin   5rr  tir*-:  *:  finr  ii  irrs:.    linE    sfcx    21&  laec  f:*  mil 

fcic;#ts"??f-  TTii;fc""T.:t:»er  isiz:;?  ^r-e'-si::  7111*  fgf^f  -ii  the 
k!:iL  Ku£  "Lirf:  rit:=ier7  nz.  i;t2L7  ':•»■  r»?iiKr«£  sm  lcep<  in 
wiftr  i-jT  iLJtij  7*^.-^  -v-r.  ••:•!•  ^1*  irsiji  if  sl  fiBcsnaaii. 
It  i*  *fZ0isiiskZ-j  iLserxI  f  nr  *;i:rz*eni.-*  is2:r  ^uaoiifiBcettt  mmps 

I  skiii-.i:  rr-iriir  T^ei  i  1:1*  ~  t^.'-.itnizirtt  cry  tttdiezT'  for 
*r]cW5irji^  I-zii-      Iti   cikj  j:x   TC'v-fr  -^   zjaaspzizssss,  and 

rL*  -ir^^ir^  i$  ieroff-ilj  i.rT_-z.«  r*  T»:rraV"-Tij-  On  tlie 
c*iLeT  iiLLi-  liiTv^  1=^  z-:  ihtiet  :t  f^iUzir  rue  %c*  hanging 
Tit   fci-i-i-      F:r   I'l  :.Sr    ▼!■:     4*:^    Z!=a:r    siArglrg    ^ntficiit 

F-T  Tl:*r  "vi :  ::ti:  r;  n -  ili  i  Tl-rcrJcTT  fr^oa  tie  street 
iiAJZ-5  Tlr-  ntri'rr  :?  rrfiily  >iziT'".i5ei  b:«i  f  ?«•  ihe  eon- 

A.  F:i    ^£1  C:3r^T:.r3r-i  B-xx. 

TL^.**:  *^ii5T  rsr:  iiris  :f  iT-rre-T  wiiSci  maj  be  oaed 
for  -lgL:ii^  up l;.:->e>-  ilr  :•:::::::- ::isasd lie  mliematuigy 
ai.d  lie  apparara?  :r-q-:rr-i  ::r  -i  I:>;i.g  tiiem  differ  eoftk" 
siderablj. 

lu  some  d:s:r-c:<  :-ry  ?.:r7"v  ihe  i>:2tinnons  or  low 
teLfeiiii  current,  :lt  tr>crr:-iz:::Te  f:r>re  of  which  varies 
berwet-n  100  and  2^'  tiIts.  TLi?  iind  of  carrent  suits 
i:Tery  pcrpc^se  for  which  e'^ectric  :t  in  medicine  and 
feurgerv  is  required,  u  • .  for  gpa^vanisaTion,  elect roljrsis, 
faradisation,  canterv,  siirgiciil  lariips,  miiTiingmotors,  ex- 
citirig"  spark  coils  for  K"n:^^e:i  r^y^  :  I  should  advise  the 
hurgfirOD  to  select  this  kind,  i:  p-rssiKe,  for  he  can  then 
cburge  small  accumuiaiors  for  carrying  about  with  him. 

Iij  other  districts  the  current  s^pp'ied  is  oscillating 
rapidly, and  changes  its  direction  or  p«y;arity  many  thousand 
t'ifSif;H  per  rninute.  Tiiis  is  called  the  aU':rfiatin<i  current. 
it«5  advautajre  fcr  the  electric  light  companies  lies  in  the 
cheaper   difctribation.       The   electro-motive   force   in  the 
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mains  in  the  street  is  between  2000  and  5000  volts,  and 
with  so  high  an  E.  M.  F,  fifty  times  as  mnch  electricity  can 
be  sent  through  a  conductor  of  given  diameter  than 
woold  be  possible  with  an  E.  M.  F,  of  only  1 00  volts.  The 
cables  can  therefore  be  made  much  thinner,  but  the 
insulation  has  to  be  more  efficient.  When  brought  into 
a  house  the  alternating  current  passes  through  a  trans- 


Fio.  19. 


Flo.  20. 


ScluU  reiUtatice  for  tbe  coutinuoas 
curreot. 


Scliall  tmiufonner  for  tbe 
nltenmtmg  current. 


former,  which  reduces  this  high  E.  JL  F.  to  100  volts,  in  a 
few  cases  to  200  volts.  On  account  of  the  continuous 
reversttl  of  direction  this  current  cannot  be  used  for  gal- 
misatioUj  electrolysis,  or  charging  accumulators ;  it  is, 
^liowever,  much  more  convenient  than  a  continuous  current 
for  cautery  and  surgical  lamps*  In  either  ease  the  surgeon 
needs  a  Schall  resistance  or  a  transformer  (Figs.  19  and 
10),  which  will  permit  of  a  steady  light  for  the  smallest 
fstosoopo  lamp. 


ELBCTUC-^UGBT   CTSTOOOOffT. 
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I  have  for  soine  years  used  a  small,  portable  Lithanoc 
battery  for  travelling.     It  affords  a  constant  strong  light 


Fig.  2L 


Secoadnrj  battery,  uccuaiululor  st^m^e  Lattery, 


Fig.  22. 
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for  at  least  a  qaarter  of  an  hoar's  cystoscopy.  I  charge 
it  myself  by  switching  it  on  to  a  plug  in  my  consulting 
room.*  It  has  never  failed  me^  and  its  portability  is 
such  that  it  can  be  slipped  into  a  small  pocket  of  an 
operating  bag.  All  that  is  required  is  an  extra  "  feed  " 
before  a  long  journey  is  undertaken^  and  an  occasional 
addition  of  weak  acid  to  the  cells.  Larger  batteries  are 
supplied  by  the  same  company,  who  recharge  them  if 
required.  One  very  useful  battery  combines  the  cautery 
and  the  light  (Fig.  22). 

*  For  binU  and  roles  for  cbarginfr  the  Hthanode  batteries  ride  Appendix  A. 


CHAPTER  IL 

nSCVTXAL   MODIFICATIOSS    IIS   THE    ISCAXPESCDTT-LAMr 

cnrsToscoPK  or  the  1887  tattewx, 

Ab  the  iocandesceot-lamp  cjstoscope  became  more 
widely  known  and  more  generallj  employed,  attempts 
were  made  ou  all  hands  not  only  to  increase  the 
nccnracy  of  its  Tisoal  power,  but  also  to  extend  its  use 
beyond  tliat  of  an  exploring  instrument. 

It  would  be  bardensome  and  useless  to  recall  these 
efforts  in  detaiK  Suffice  it  to  say  they  tended  towards 
the  accomplishment  of  four  objects : 

1.  To  add  to  it  an  efficient  bladder  irrigator  to  clear 
the  medium — irrigating  cystoscopes, 

2.  To  adapt  mechanisms  for  operating  in  the  bladder 
under  control  of  the  light — the  operating  cystosoope. 

3.  To  arrange  catheters  for  entering  the  ureters  and 
drawing  off  the  contents  of  the  renal  pelvis — the  ureter- 
catheteriiijig  cysto^eope. 

4*  To  secure  permanent  and  accurate  records  of  the 
visual  appearances  of  the  mucous  membrane  by  means  of 
photography — the  photo cyst<)Beope. 

All  these  efforts  have  been  successful,  mostly  owing  to 
the  untiring  energy  and  skill  of  the  innovator,  Dr.  Nitze, 
whoie  lead  hns  been  assiduously  followed  by  friend  and 
rival  alike. 

1,  Irrigating  Cystoscopes, 

Dr.  Brenner  was^  perhaps,  the  earliest  in  the  field  with 
an  irrigating  iriHtrument  of  Letter's  pattern.  It  consisted, 
ai  Fig.  2ti  will  show,  of  a  small  tube  soldered  on  to  or 
incorpornt«*tl  with   the  shaft  of  that   form  which   used  to 
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be  advocated  for  viewing  the  posterior  wall.  The  irri- 
gating cliannel  runs  from  a  tap  at  M  to  an  opening  below 
the  window;  M  is  the  stjlet  for  the  same,  and  K  a 
catheter  in  position^  which  Dr.  Brenner  conceived  would 
be  useful  for  entering  and  catheterising  the  ureters. 

It  is  nnpractical  for  irrigatioDj  as  are  all  other  similar 
instruments,  whether  fitted  to  the  anterior  or  the  posterior 
wall  cystoscopes.  The  channel  is  too  fine^  and  gets  clogged 
with  plugs  of  mucus  or  blood.  Berkeley  Hill's,  Nitze's, 
and  Fen  wick's  irrigating  eystoscopes  are  all  open  to  this 
objectioD,  but  any  of  them  may  prove  of  occasional  value  in 
the  hands  of  the  expert  in  carrying  out  two  or  three 
manoeuvres  of  prognostic  importance*  The  first  consists 
in  examining  the  suppleness  of  the  mucous  membrane  by 
watching  the  infolding  of  the  surface  as  the  water  is 
allowed  to  trickle  away;  the  second,  in  estimating  in  the 
same  way  the  depth  of  a  growth  or  the  attachment  of  a 
given  tumour — if,  for  instance,  it  slides  with  the  mucous 
membrane,  or  remains  fixed  when  the  bladder  contracts  ; 
and  lastly,  in  directing  a  jet  of  water  against  any  small 
tumour  we  are  able  to  ascertainj  by  the  amount  of  motion 
or  oscillation  thus  communicated  to  the  body,  whether  we 
have  to  deal  with  a  pedicled  or  a  sessile  growth — a  some- 
what important  element  in  deciding  our  future  treatment. 

The  best  of  all  irrigating  eystoscopes  is  one  in  which 
a  straight  cystoscope  passes  along  the  centre  of  a  catheter, 
the  lamp  and  prism  appearing  at  the  eye  of  the  catheter 
when  the  cystoscope  is  thmst  home. 

Dr.  Giiterbock,*  taking,  I  believe,  the  idea  from 
Boisseau  du  Hocher^s  megaloscope,  had  an  irrigating 
cystoscope  constructed  on  this  principle,  and  found  it  of 
value.  The  insti^ument  (Fig.  24)  has  the  following 
components  : 

A  long  catheter  7i,  with  two  openings  F,  B  on  the  con- 
vexity of  the  beak  ;  J/,  an  internal  tube,  which  is  pushed 
inside  the  catheter  K^  until  us  openings  0  correspond  to 
the  openings  F  and  B  of  the  onter  tube,  and  a  straight 
♦  Giiterbock»  •  BerL  klin,  Wochenacbrift/  1895.  No.  m 
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cysiosGope  A,  The  bladder  to  be  examined  is  washed  oat 
by  means  of  K  (if  beiog  inside),  and  is  filled  with  clear 
medium.  The  iimer  tabe  M  is  withdrawn,  and  replaced 
by  the  straight  cystoscope  A,  When  home,  the  lamp  L 
and  the  prism  P  open  on  to  the  windows  F  nnd  B. 

The  adirantage  is  obvious,  bat  the  optical  apps^ratus  is 
not  of  course  of  the  same  calibre  as  that  nsed  in  the 
ordinary  cystoscope.  Without  knowing  of  this  device,  I 
had  made  for  me  by  Leiter  an  instrument  to  use  in  cases 
of  enormous  prostates,  whereby  I  could  wash  out  the 
bladder  through  a  supra-pubic  puncture  (page  46). 
The  step  from  this  to  usin^  a  carved  tube  instead  of  a 


Fig.  24 


r    B 


M 


^ 


Gilterbock't  irHg&ttng^  cjstoAOOpe. 

trocar  tube  was  an  easy  one,  and  my  irrigating  cystoscope 
(Fig.  25)  which  I  have  now  used  for  some  years  is  almost 
the  counterpart  of  Giiterbock's. 

It  is  one  which  I  can  strongly  recommend  to  the  pro- 

Lfession  as  being  the  best  for  cases  of  enlarged  prostate, 

or  for  those  in  which  a  profuse  renal  haamorrhage  has 

to  be  removed  before  the  sonrce  of  the  blood  can  be 

ascertained. 

The  catheter  B  F  (Fig.  23)  has  a  large  open  eye  C,  which 
is  closed  on  the  introduction  of  the  instrument  by  a  snugly 
fitting  india-rubber  or  linen-web  catheter,  the  eye  of  the 
latter  ^opening  out  at  C.    The  bladder  is  then  well  washed 
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out  hy  simply  attaching'  a  reservoir  or  a  syringe  to  its 
end  B,  When  the  bladder  is  clean  and  fall,  the  inner 
catheter  is  quickly  withdrawn,  and  the  cystoscope  A  E  D 
thrust  home ;  the  lamp  D  and  prism  E  open  out  at 
the  eye  C  of  the  outer  catheter.  By  its  means  I  have 
often  made  a  rapid  and  easy  diagnosis  of  the  side  whence 
a  profuse  renal  haemorrhage  was  issuing.  In  some  cases 
where  much  clot  is  encountered,  as  in  renal  growth,  I  do 
not  use  the  inner  catheter,  but  suck  out  the  clots  by  means 
of  a  syringe,  the  exhaustion  power  of  the  syringe  causing 
the  clot  to  be  cut  up  by  the  sharp  edge  of  the  eye  C. 
Great  care  and  gentleness  i'*  needed  in  the  clot-cutting 
to  avoid  the  mucous  membrane  being  sucked  into  and 
wounded  by  the  sharp-edged  eye.  It  is  always  wise  to 
suck  out  only  as  much  fluid  its  is  first  injected. 

2.  Operating  Cjstoscopes. 

In  1S91  Dr.  Nitze  claimed*  that  by  means  of  a  variety 
of  operating  cystoscopes  which  he  had  elaborated,  he  could 
apply  concentrated  lotions  to  any  particular  section  of  the 
mucous  membrane  of  the  bladder  without  damage  to  the 
surrounding  areas  ;  that  he  could  cauterise  with  a  galvano- 
cautery  morbid  changes  and  sessile  growths  ;  could  snare 
polypi  and  cat  them  off  either  with  a  cold  or  heated 
ecraseur  loop ;  conld  tear  off  broad  sessile  growths ;  or 
deal  with  foreign  bodies  or  small  stones  or  fragments 
of  stone, 

A  review  of  the  progress  of  cystoscopy,  however  brief, 
would  be  incomplete  without  a  reference  to  these  concep- 
tions. I  have,  therefore,  brie6y  described  them  for  the 
consideration  of  the  reader.  As  examples  of  ingenuity  and 
thought  they  will  not  easily  find  rivals  in  our  surgical 
armamentarium,  though  it  must  be  admitted  that  few 
surgeons  will  care  to  work  in  so  hampered  a  field,  and 
that  fewer  still  will  possess  that  happy  dexterity  which  is 
indispensable  for  their  safe  and  successful  employment, 

•  Nitw,  '  Centralbkit  fiir  Chimrgie^*  No.  61, 1801.  p.  99a. 
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Atf  Jliim  Openstiom  Ojpimeop^ 

Figs.  26  ftnd  27  show  a  erstoscope  witfa  cutting  pincers^ 
bj  means  of  wUcb  small  polvpoid  growths  of  the  macons 
mainbrane  can  be  removed.  The  pictare  almost  explains 
ihe  mechanism.  A  tube,  a  <i,  is  so  arranged  oat  side  an 
ordinary  Nitze  cystoscope  that  it  can  be  moved  forwards 
and  backwards.  The  component  parts  of  the  pincers  are 
aflSxed  to  this  tube,  and  moved  at  will  by  means  of  the 
lever  ft.  The  iostmment,  before  introduction  along  the 
arethra,  is  closed,  as  in  Fig.  27,  by  pushing  the  outer 
sheath  forward. 

Criticism, — ^The  objection  I  raised  to  this  iostruraent 
was — even  supposing  the  surgeon  skilful  enough  to  have 
seized  a  villous  papilloma  and  pulled  at  it  and  torn  some 
of  it  off — that  probably  only  one  tug  could  be  taken  under 
control  of  the  light.  The  consequent  bleeding  has  to  be 
dealt  with,  and  this  is  often  smarts  and  the  cystoscope  is 
at  ODce  in  a  red  fog  of  blood,  which,  in  my  experience, 
will  take  a  few  days  before  it  can  be  suflSciently  arrested 
for  clear  cystoscopy.  By  that  time  some  swelling  of  the 
mucous  membrane  will  have  eusued,  and  perhaps  lime 
jjhosphate  will  have  been  deposited  on  the  remainder  of 
the  growth.  My  own  feeling  was  and  it  still  remains, 
that  if  a  growth  has  to  be  operated  on  at  all  it  must  be 
done  thoroughly  by  cleanly  resecting  the  base  through  a 
supra-pubic  opening.  Hence  this  instrument  can  only  be 
of  use  in  that  small  and  limited  class  of  long  and  thin 
pedicled  villous  papillomata,  in  which  class  it  is  conceivable 
that  the  snpra»pubic  incision  maybe  avoided  by  twitching 
away  the  tumour  by  an  operating  cystoscope. 

The  Nitze  Galvano^caulery   Cyatoitcope, 

It  is  thoroughly  understood,  remarks  Nitze,  that  the 
continued  and  cloao  application  of  the  beak  of  the  cysto- 
scope  to  tlie  mucous  membrane  may  produce  a  severe 
burn,   even    though   the   bladder   be  full  of  water   {vide 
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page  66).  How  severe  sucb  a  burn  may  be  is  well 
illustrated  by  a  case  which  he  alludes  to,  in  which  a 
deep  burn  of  the  tissues  of  the  trigone j  the  size  of  a 
farthings  was  caused  by  the  cystoscope  bein^f  thus  unskil- 
fully used.  It  was  only  after  the  lapse  of  six  weeks^  and 
recurrent  profuse  haemorrhages,  that  the  slough  separated 
and  the  burn  heated* 

Nitze  has  imitated  this  cauterant  effect  of  a  heated 
beikk  by  constructing  a  cystoscope  shaped  like  a  lithotrite 
(Fig,  28).  The  femtilo  blade  ^4  A  is  a  hollow  shaft  carry- 
ing the  cystoscope  and  a  lamp  (u).  The  male  blade  B 
slides  bodily  over  the  female,  and  carries  on  the  summit  of 
its  beak  the  galvano-cautery  (c),  which  consists  of  a  plati- 
num coil  upon  a  porcelain  disc  :  the  handle  of  this  iustru- 
ment  has  binding  screws  attached  to  it  for  affixing  thecables 
from  the  battery^     There  is  also  a  water- cooling  system. 

This  instrument  is  obviously  of  use  in  skilled  hands  to 
cauterise  those  small  secondary  splashes  of  villous  papil- 
loma which  are  ofteu  neen  around  the  main  growth,  and 
are  sometimes  difficult  to  remove  by  supra-pubic  cys- 
totomy.* It  is  also  of  value  for  recurrent  growths  of 
small  size  and  for  indolent  solitary  ulcers.  The  danger 
would  consist  in  underheating  or  overheating  the  coil. 
Underheating  means  a  surface  burn,  an  increased  con- 
gestioUj  and  an  increased  activity.  Overheating  might 
lead  to  perforation  of  the  coats  of  the  bladder. 

The  Nitze  I^lcrasenr   Cystoscope  and  the  ElectrO'cautery 
£crasetir  Cystoj^rope, 

A  glance  at  the  figures^  29  and  30^  will  convey  to  the 
reader  better  than  any  detailed  description,  the  mechanism 
of  these  two  instruments— the  cold  loop  and  the  hot  loop 
ecraseur  cystoscope.  It  will  be  realised  how  sadly  the 
heavy  end,  loaded  with  screw  and  water-cooling  tubes, 
must  militate  against  that  delicate  manipulation  which  is 
so  essential   to  the  accurate  snaring  of  vesical  growths. 

*  Ualesa  a  caissoti  is  uaed. — Autlior,  *  Brit.  Med.  Journ./  p.  Ill], 
November  19tli.  1892. 
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SeifcrTnx  rr-ese  ussrcraHSis  zih>£  "50  be  mncii  Hghter  to 
t^c^cks'  tr-es  ^-T??  TTfcrdsfcL  I  'su^  the  oppcfftanitr  of 
iZ:z-ir:rx  ».'  CiCTcr's  rg^enzunr  sySDeoope,  viiieli,  to  mr 
zinsi.  iccr-ofcries  snrrt  zaKr  j  -:  tie  zkeeds  and  neeessities 
re  liirse  rrr*-T«5a=fcI  rwrvz^nss  ■*  ■f^i  mre  curied  ont 
t~:c:£i  tif  xr^g^in  xr^ftig  rcctrcC  re  lie  eje- 

F.Cc^-ri^  xpcr  y.rrc  *  je*i.  IV-  C*«peT  pbimed  an 
cc^rTATw^i  cTscosvvr^  :z:  viici  *L  ties*  insxnxiDents  of 
5^^*  *^  ^cir^y awc»  Ttrs.  tis^  is  roe  ssrairfci  crstoacope 
Fi^.  SI  25fci?  jLii  »?^iisf!rcCok'«  F:y.  -4.  A  .  This  is 
:::Ai*  tc  $ic-*  ilrsx*  irsc'if-  s^£  tc  rT;-?rt  frc-sa  ^te  end  of 
a  z.xaLbiK'  c:  si'5S«:>:5^  ^ir^r:  ai  lie  €=rc  iiae  a  Meraer's 
caiecer,  Eaci  <i*a:i  ias  :t5  stf parage  fszxsxn.  Here 
^  a  *:x;var>oa^tc.-y  zsaif  .fa  T^rc-cg-Wr  'b-aBon  ronnd 
^i:ci  -?  c*.  :>c  a  r  aci:rr=r  ▼-.re  F:r.  IS  :  liis  is  affixed 
^-^  ^^  bl:rz:  eri  F^*:.  S,  F  .  Tb^  falxaa^xmBsti^  wires 
*^  rrccfi:  r.^  K.      F-^.  Sf  :s:  ti-  sieati  cf  tie  coH  and 

F^ajTs.  ;U  ar:.:  8o  ji,-^  :>,*  I:i:=tr-.r.e  ^Tr-.^t  aad  with  its 
c^rrra!  s\v>^:.:j^v^v.  Tr-f  *iTTLr:aL^\  t:  =:t  mind,  of 
Casper^*  v.:<i:rur.,er:  .  ~?r  yiti?^*  wViiscsrs  rr  ire  l%iitness 
ari  abs^-vv  o:  c\~r^:."*rr-i  z2^-ijLr->=: :  alsc  ir  tie  fact 
liia:  I  he  b^Avl^u^r  :s  cA<:^y  w^k^r^^i  .:ir  ti-^:*^  tie  open 
si^^aih:*^ 


Ir  s.  u:-  rare  vrdi>c-:s  ,-:  bar'i  ari  " rrec=:IaLr>  er.arcwi  peo- 

irf-  >:uii^  i,v>  r::  r^icli  t^rif  iT?r:>-  cf  :i^  p^sC-prostaxic 
P^-"^  -—  vTa  cu..:  sT^  >or;c:irr:?<  5^,-  cc^-^tIt  dxed  beiind 
*^-  5^  ■'*^  "^-  -'^^-^'^^  r:rxi:A«  \'>?  cr  ccrar  ibat  the 
>:::iLi  ::itr:\:j>fM  :-  -  \-j:'  -:-,  v.*air.:t  reat^i  them.  iow. 
^'^''  ^':^  '  *^-' -  -•    ->'   ^^  r^.TTevcT  f.rc:b>  i:  ^s  tiixs: 
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scope  made  for  me  by  Leiter.  By  means  of  this  I 
believe  that  harmful  pressure  is  avoided  and  the  chance 
of  cysto- pyelitis  and  haemorrhage  lessened.  It  consists 
of    a    straight   snpra-pabjc   trocar,   such  as  is   used    for 


Fib,  36. 


Ejumiimtion  af  bladder  with  Kenwick'a  eupra-publc  cyatoficope. 

tapping  the  distended  bladder  ;  the  trocar  can  be  re- 
placed by  a  straight  cystoscope.  It  is  employed  as  fol- 
lows. The  trocar  and  cannula  is  thrust  supra-pubically 
into  the  full  cleansed  bladder,  the  trocar  is  withdrawn  as 
the  urine  or  nredium  is  flowing,  and  replaced  by  a  cysto- 
scope for  exannnation  of  the  wall  or  by  a  loosely  fitting  blunt 
pilot.    By  means  of  this  the  bladder  wall  is  examined  (Fig. 
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36),  or  its  base  behind  the  prostate  is  carefully  prodded 
(Fig.  37)  to  ascertain  the  absenee  or  presence  of  stone. 
If  the  exaoiination  proves  the  absence  of  stone  and  growth 

Fm.  37, 


Fenwick's  metlifMl  of  sonudiag  bladder  witb  stipm-ptibic  trocAr. 

the  cystoscope  or  the  pilot  is  withdrawn,  and  replaced  by 
H  Jacques  cntheter  to  rest  the  bladder  by  permanent  or 
temporary  drainage.  It  is  obvioas  that  the  nse  of  this 
instrQinent  is  greatly  restricted,  and  the  main  object  is  to 
prevent  unnecessary  supra-pnbic  cystotomy.  After  all 
due  allowance  is  made  for  the  ease  with  which  the  opera- 
tion of  suprft-pobic  cystotomy  can  be  performed,  and  the 
absence  of  immediate  danger,  there  is  much  against  its 
employment  in  the  aged  or  feeble,  for  it  is  far  more  ex- 
hausting than  a  perinaeal  cystotomy*  On  the  other  hand, 
&upra*pubic  drainage,  carried  out  by  a  trocar,  cannula,  and 
lube,  is  often  of  real  benefit  and  much  comfort.  This  is 
more  especially  in  the  hard  carcinomata  of  the  prostate,  a 
class    in  which    the    operation  of   perinaeal  cystotomy  is 


48  ELECTBIC-LIGBT    CYSTOSCOPY. 

decidedly  bad  surgery  for  tlie  following  reasons.  The 
carcinomatous  tissue  is  laid  open  by  the  knife  and 
exposed  to  the  drainage  of  an  inflaiued  bladder,  and 
the  compression  of  the  perineeal  draio-tnbe  upon  the 
tough  unyielding  cancer  evokes  indescribable  agony. 
An  old  gentleman  came  to  me  with  great  frequency^ 
profuse  recurrent  htemorrhage,  and  perineeo-anal  pain. 
There  was  mach  urethritis  from  the  constant  use  of  a 
catheter.  The  prostate  was  rather  hard  and  irreguUir. 
I  examined  the  bladder  with  the  trocar  cystoscope,  and 
found  secondary  nodules  of  growth  un  the  anterior  wall 
and  around  the  orifice  of  the  urethrju  I  withdrew  the 
cystoscope  and  thrust  a  Jacques  along  the  cannuht  and 
withdrew  the  cannula  owr  this  ;  this  gave  great  relief. 
It  was  left  in  six  days  before  it  Avas  changed.  He  then 
wore  it  for  prolonged  drainage, 

3.  Catketerisation  of  tiie  Male  Trreters  uEder  Electric  Light. 

On  the  introduction  of  the  electric  cystoscope  it  was 
foreseen  that  the  next  important  step  in  the  progress  of 
precise  urinary  surgery  would  consist  in  an  easy  method 
of  catheterising  the  male  ureters.  It  was  felt  that  once 
this  manoeuvre  was  rendered  practical j  much  of  the 
obscurity  in  surgical  renal  disease  would  disappear,  many 
of  the  false  impressions  wo  still  retain  about  the  sym- 
ptomology  of  these  disorders  would  be  effaced,  and  the 
mortality  of  nephrectomy  would  assuredly  be  lessened. 
It  was  generally  allowed  that  the  female  ureter  was  easily 
entered  aud  traversed  by  a  suitable  catheter,  guided 
either  by  the  finger  (Simon,  Pawlik)  or  by  the  eye 
(Newman,  Hirstj  Hamill,  Kelly,*  Goldschmidt)^  but  the 
disappointment  caused  by  the  failure  of  Brenner's  in- 
fetrnuient  in  1889  [vide  page  34)  had  rendered  us  sceptical 
as  to  the  possibility  of  guiding  an  instrument  into  the 
male  ureter  under  electric  light. 

This  manoeuvre  is  now,  however^  possible,  and  has  been 
•  For  ureteral  catheter isatioo  of  the  femtile  see  Cbap»  IV,  p.  76. 
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in  active  use  for  over  three  years.  Not  only  is  it 
practicable  in  most  cases,  but  to  the  dexterous  it  is  easy. 
It  will  probably  be  easiest  to  those  who  have  studied  the 
varyJDg  positions  and  aspects  of  the  ureteral  mouths 
under  electric  light,  and  to  those  who  have  become  adepts 
in  guiding  iiue  bougies  along  the  electric  urethroscope 
over  the  mouths  of  false  passages  through  the  strictured 
male  urethra  into  the  bladder. 

The  Instruments. 

Several  forms  of  catlieterising  male  cystoscopes  are 
before  the  profession,  but  as  yet  they  fall  mainly  under 
two  patterns — the  Nitze  and  the  Casper.  As  will  be  seen 
from  the  accompanying  Figs.  38  and  39,  both  consist  in 
a  cystoscope  with  its  usual  electric  lamp  l,  its  prism  p^ 
and  its  telescope.  Attached  to  one  side  is  a  channel  for 
the  catheter  c  to  run  in.  This  is  so  placed  as  to  allow 
the  point  of  th^  catheter  to  emerge  into  the  bladder 
under  the  eye  of  the  operator.  He  is  thus  able  to  guide 
it  into  the  mouth  of  the  ureter. 

Meyer,  of  New  York,  gives  the  following  rules  for  the 
use  of  the  Nitze  pattern  : 

1.  Wash  and  cocainise  the  bladder  according  to  well- 
known  rules. 

2.  Fill  the  bladder  with  from  five  to  seven  ounces  of 
clear  fluid. 

3.  Introduce  the  instrument.  For  this  purpose  the 
ureter  catheter  slioulil  be  pushed  down  to  the  internal 
opening  of  the  canal  of  the  cystoscope ;  the  lid  of  the 
latter  should  be  pulled  out  about  one  third  of  an  inch. 

4.  As  soon  as  the  beak  has  entered  the  bladder,  the 
catheter  should  be  pushed  gently  forward  into  the  vesical 
cavity  by  about  half  to  three  quarters  of  an  inch,  and 
then  the  lid  sliould  at  once  be  pushed  back  into  place, 
i.  e.  it  should  be  fully  closed. 

5.  After  the  interior  of  the  bladder  has  been  satisfac- 
torily inspected,  and  the  ureteral  openings  have  come 
into  view,  approach  one  of  them. 
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6.  Let  the  ureteral  opening  appear  at  the  very  end  of 
the  cystoscopic  picture,  farthest  away  from  the  middle  of 
the  bladder,  but  keep  it  under  your  direct  inspection, 
with  the  prism  as  near  to  it  as  possible. 


Fio.  38. 


The  NitK«  m&le  cittheteriBing 
cjitoseope. 


Fig,  3D. 


Tlie  Cftaper  mHle  catheteriiing 
cydtoscope. 


7,   Push    the    catheter   gently   forward  :  if   the  beak's 
direction  is  a  proper  one,  i,  e,  if  it  is  parallel  with  that 
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of  the  lower  end  of  the  areter,  the  ureteral  catheter  will 
almost  invariably  easily  enter  the  mouth,  when  conducted 
by  a  trained  hand  (Fig.  40). 

8.  Allow  the  catheter  to  proceed  not  more  than  one  or 
two  inches  into  the  ureter,  and  withdraw  the  wire 
mandrel.  Then,  as  a  rule,  urine  will  begin  to  flow  drop 
by  drop  at  intervals  or  continuously. 

For  my  owo  part  I  work  the  Casper  w^ithout  difficulty, 
and  prefer  it  because  the  point  of  the  catheter  can  be  so 
easily  manipulated  throogh  a  large  angle  by  pressing  on 
the  ring  d  (Fig.  39). 

This  instrument  is  introdnced  into  the  bladder,  the 
catheter  lying  hidden  in  its  channel.  The  mouth  of  the 
ureter  selected  is  brought  into  view,  and  the  catheter  is 
pushed  along  its  groove  until  its  point  is  seen  to  emerge. 
A  little  movement  of  the  cystoscope  itself,  or  manipulation 

Fig.  40. 


The  Nit2c  catbeur  eutering  left  ureter. 

of  the  ring  d,  to  alter  the  angle,  or  a  slight  rotation  of 
the  catheter,  is   sufficient    to  guide  the   latter  into  the 
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Cyitoscopic  pictnr©  of  &  Ca*pcr  CAthcter  enterio^ 
Euouth  of  ri^bt  ureter. 

the  end  of  the  catheter,  and  may  be  collected  in  a  test 
tnbe.  It  is  best  to  give  the  patient  plenty  of  fluid  soma 
time  before  the  examination  in  order  to  excite  the  renal 
function.  I  liave  for  long  relied  npon  half  a  bottle  of 
Contrexeville  water  taken  an  liour  before  exploration. 
Cocaine  is  ample  in  most  instances  when  the  urethra  is 
tolerant  and  capacious.  If  an  aniesthetic  is  needed, 
chloroform  is  perhaps  more  suitable,  as  it  interferes  less 
with  the  rapid  secretion  of  the  kidney  than  ether  (?) 

Albarran    has    lately    invented    a    catheterisiDg    male 
ureter  cystoscope  in  which  »  light  uietal  finger  regulates 

Pi0.  42.  ^«-  «• 


|«tf«k  i«l  Alb*rf*n'«  ureter  cystoscope. 


\\tM  H^v'^^  Hu  1^1  ul  thi»  iKiint  of  the  catheter  (Figs.  42  and 
IM|       V  <^    p^\*h  ^urg^on    will    choose    the    pattern 

«VH4  ^^  Uu4t  MHMil  m\%^d  to  Kia  fingers. 
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Several  points  of  practical  importance  need  referring 
to: 

The  Preparation  of  the  Kidney  for   Catheterisation. 

Whether  we  should  advise  patients  to  take  a  large 
amoant  of  fluid  before  examination  is  still  a  mooted 
question  in  the  opinion  of  Meyer.  In  the  male  he  believes 
it  to  be  a  wise  plan.  In  the  male  only  one  kidney  can 
be  drained  at  a  time ;  yet  both  should  be  catheterised 
at  the  same  sitting.  That  is  to  say^  we  cannot  generally 
leave  the  catheter  first  introduced  into  one  ureter  in 
place  ;  liberate  it ;  catheterise  the  opposite  side^  leaving 
the  catheter  there  also  in  position^  and  remove  the  cysto- 
scope. 

In  the  male  we  are^  therefore^  limited  for  time;  the 
sooner  the  patient  gets  through  the  better.  The  more 
fluid  he  has  taken  before  the  examination  the  more 
rapidly  his  kidneys  will  work.  Of  course,  due  weight 
mast  be  given  to  this  point  in  di*awing  conclusions  from 
the  urinary  analysis.  However,  as  both  kidneys  have  been 
subjected  to  greater  work  at  the  same  time,  mistakes  can 
be  avoided  by  a  competent  analyst. 

The  Place  for  examining   the  Patient, 

I  venture  very  strongly  to  dissent  from  the  opinion  of 
one  surgeon  who  asserts  that  the  examination  can  always 
be  performed  in  the  consulting  room  under  cocaine.  Of 
course  it  may  be  done,  but  not,  I  submit,  with  due  safety. 
No  harm  can  follow  when  there  is  little  chance  of  inflam- 
matory reaction  (cystitis,  pyelitis,  suppression)  resulting. 
Thus  it  will  probably  do  no  harm  to  catheterise  ureters  in 
one's  room,  provided  the  patient  has  not  reached  forty- 
five^  the  urine  is  quite  clear,  the  kidneys  are  healthy,  and 
that  no  tuberculosis  of  the  urinary  tract  is  present.  But 
under  such  healthy  conditions  the  procedure  is  not 
called  for. 
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It  will  probably  be  found  that  those  patients  who  really 
need  ureteral  exploration  for  obscure  disease  possess 
kidneys  too  sensitive  to  ureteral  or  urethral  shock  to 
permit  any  risk  of  a  subsequent  chill  being  run.  The 
immediate  and  remote  death-rate  due  to  washing  out  the 
bladder  in  cases  in  which  pyelitis  or  irritable  explosive 
kidneys  co-e:xist  is  sufficiently  high  to  discourage  anyone 
from  washing  out  that  viscns  in  one's  consulting  room  for 
the  first  time — a  requisite  in  ca the teri sing  ureters  ;  in 
fact,  from  doing  so  at  all,  except  under  the  most  favour- 
able circumstances  of  rest  and  warmth. 

If  the  ureter  has  to  be  explored,  let  it  be  done  with 
care  and  caution,  let  the  patient  be  in  bed,  and  remain 
there  quietly  for  a  few  hours  after  the  examination. 


The  Recoguitiofi  of  tlie    Ureteral    Mouths, 

(a)  In  rare  cases  it  will  happen  to  the  reader  that  he 
will  be  unable  to  find  one  ureteral  orifice  in  its  proper 
position  at  the  extremity  of  the  interureteral  bar;  the 
surface  is  smooth,  but  on  searching  further  backwards 
and  outwards  he  may  discover  an  irregular  red-edged 
orifice.  Fine  folds  of  mucous  membrane  lead  away  from 
it,  and  it  is  obviously  pulled  out  of  position.  Probably 
this  will  prove  to  be  a  case  of  chronic  descending 
tuberculous  ureteritis.  In  such  cases  the  ureter  seems  to 
shorten  and  pull  the  orifice  backwards  and  upwards. 

(h)  In  other  cases  ulcers  due  to  tuberculous  ureteritis, 
or  due  to  t!ie  irritating  uriue  from  chronic  pyelonephritis 
with  phosphatic-covered  renal  stones,  obscure  the  edges 
of  the  orifice. 

(c)  In  a  few  instances  I  have  failed  to  find  any 
ureteral  orifice  at  all,  and  on  operation  or  post  mortem 
have  found  in  these  cases  either  a  disused  kidney  and 
ureter  (three  cases)  or  no  kidney  (two  cases). 
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Rapid  Detection  of  the  Site  of  the  Ureter  Mouth  afforded 
by  staining  the  Eplnx  vrith  Aniline  Drugs, 

When  the  bladder  base  is  much  swollen  or  the  ureteral 
orifices  are  displaced^  or  the  kidney  is  sluggish^  or  hernias 
of  the  mucous  membrane  co-exist^  difficulties  may  arise. 
In  detecting  the  mouths  of  the  ureters  under  these  cir- 
cumstances the  value  of  a  stain  for  the  urine  will  be 
obvious.  I  have  for  some  years  made  use  either  of  fnchsin  * 
or  of  methylene  blue  (IJ  gr.  in  pill).  These,  if  taken  an 
hour  or  so  before  the  examination,  will  colour  acid  urine 
a  delicate  pink,  or  vivid  green,  or  blue,  so  that  after  the 
bladder  has  been  washed  out  streams  of  coloured  urine 
will  be  seen  to  issue  from  the  ureters.* 


Differential  Estimate  of  the  TForA-  done  hy  each  Kidney. 

With  reference  to  finding  out  the  amount  of  work  done 
by  each  kidney  within  a  given  time,  it  was  suggested 
to  count  the  drops  that  were  discharged  through  the 
ureter  catheter  in  a  certain  number  of  seconds.  Meyer 
has  discarded  this  method  since  he  distinctly  saw  jets  of 
urine  at  the  ureteral  opening  enter  the  bladder  with  the 
ureter  catheter  in  situ.  The  urine  e\'idently  often  drains 
aloDgside  the  catheter  besides  passing  through  its  lumen. 
The  catheters  which  accompany  Nitze's  ureter  cystoscope, 
says  this  author,  are  of  more  use  in  this  respect  than  those 
of  Casper's  instrument.  "  The  former  have  an  end  hole 
behind  a  scoop-shaped  lengthening  of  the  material  of 
which  the  catheter  is  made,  the  whole  thus  forming  a 
sort  of  bougie."  The  latter  carry  the  eye  at  the  side. 
Nevertheless,  timing  the  ureteral  efflux  by  means  of  an 

*  Fuchsin  does  not  aifect  some  kidneys  at  all,  and  others  which  are  nn* 
donbtedly  weak  pass  a  good  deal  of  the  colour  through.  Some  years  ago  I 
hoped  to  be  able  to  test  the  efficiency  of  the  secreting  cells  by  means  of 
fnchsin,  bnt  extended  experience  showed  me  the  test  was  unreliable. 
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ordinary  cystoscope    is    a  valuable    iodfoation   of    renal 
function,  and  one  wliich  I  never  omit  to  carry  out. 

BiffieuUies  in  passing  the  Ureteral  iSound  the  entire  way 
to  the  Pelvin  of  the  Kidney. 

To  the  uninitiated  the  chief  difficulty  of  this  procedure 
might   seem  to    rest    in    engaging    and    traversing    the 

Fia,  44. 
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Diagrain  ^boring  tiretern.1  cwtheter  checked  by  at«riwe  carctnoma  {Kully). 

ureteral  orifice.      This    is    not    always    so.      The    ureter 
which  one  frequently  lias  to  catheterise  is  either  atonic. 
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or  dilated^  or  movable,  or  pressed  out  of  position  by  some 
adjoining  viscus  or  growth  (Fig.  44),  or  even  kinked,  and 
the  cjstoscopist  must  be  prepared  to  act  very  tenderly 
with  the  ureter  if  he  meets  with  some  soft  obstruction  in 
it.  Withdrawing  the  catheter  a  little  down  the  ureter, 
rotating  it  between  the  finger  and  thumb,  and  then  gently 
pushing  it  on  may  prove  successful.  Occasionally  he  will 
have  to  give  it  up  and  allow  it  to  lie  in  the  lower  third 
of  the  areter  ami  to  carry  off  the  fluid  which  descends  to 
it  from  above.  The  golden  rule  is,  the  point  of  the 
catheter  must  not  be  pressed  up  against  the  obstruction. 
This  manceuvre  merely  drives  the  eye  under  cover  of  the 
thin  ureteral  wall,  and  effectually  blocks  the  orifice.  If 
any  difficulty  is  caused  by  the  blocking  of  the  catheter  by 
blood  clots  or  detritus  from  tlie  kidney,  it  is  readily  over- 
come by  withdrawing  the  catheter  from  the  ureter  and  in- 
jecting boracic  tiolution,  so  as  to  expel  the  obstructing  plug 
into  the  bladder  and  by  again  introducing  it  into  the  ureter. 

Sounding  the  Ureter  and  Kidney  Pelvis   for   Stone  under 
Electric  Light. 

Before  the  male  ureter  could  be  catheterised  under  the 
light,  I  used  to  liave  the  female  ureteral  catheter  tipped 
with  metal  for  sounding  the  female  ureter,  for  the  fingers 
can  detect  by  this  means  tlie  ])resence  of  any  small  cal- 
calus  in  the  channel  of  the  ureter.  Sounding  the  ureter 
is  difficult  in  the  male  because  of  the  many  bends  the 
catheter  has  to  make,  and  the  metallic  edges  it  has  to  ride 
over  in  the  male  cystoscope  ;  the  gripping  and  friction  of 
these  tend  to  obscure  the  sense  of  touch.  But  there  is 
no  doubt  in  my  mind  that  this  is  a  step  in  the  future. 

The  last  modification  of  the  cystoscope  is  that  designed 
to  photograph  the  interior  of  tlu*  bladder.  It  will  be 
better  to  postpone  the  account  of  this  instrument,  the 
photocystoscope,  until  I  deal  with  the  methods  for  obtain- 
ing visual  records  of  the  pathological  changes  in  the 
bladder  (Chap.  V,  p.  So). 


CHAPTER  III. 

THK    TECHNIQUE    OP   THE    INCANDESCCNT-LAMP    CYSTOSCOPK, 

The  management  of  the  instrument  requires  but  little 
technical  knowledge,  but  the  power  of  gentle  and  j^urposive 
manipulation  of  the  cystoscope  when  in  the  bladder  can 
only  be  acquired  by  extensive  practice*  Those  who  are 
constantly  in  the  habit  of  using  the  calculus  sound  and 
of  passing  solid  steel  bougies  or  metallic  catheters  will 
have  nothing  to  learn  in  the  actual  introduction  of  the 
cystoscope  into  the  bladder,  for  the  latter  is  as  easy  as 
the  former;  hut  the  pointing  of  the  beak  and  due  rota- 
tion of  the  instrument,  so  that  a  certain  patch  of  the 
bladder  wall  may  become  illuminated  and  examined,  re- 
quires a  good  deal  of  practice  and  some  patience.  It  is 
wise  to  use  the  instrument  freely  on  the  dead  subject  first, 
for  we  gain  thereby  a  more  rapid  knowledge  of  the  capa- 
bilities of  the  instrumeut  than  we  can  expect  to  acquire 
on  the  living.  The  various  little  manipulative  dodges  of 
gently  placing  the  light  are  also  learnt.  Leiter  supplies 
a  phantom  bladder  which  is  extremely  useful  if  the 
mortuai-y  subject  cannot  be  obtained.  This  phantom  has 
a  small  window  at  the  top  through  which  the  interior  of 
the  bladder  and  the  position  of  the  light  may  be  inspected. 
The  eye  can  thus  guide  and  teach  the  hand  which  is 
manipulating  the  instrument  through  tlie  dummy  iiretbra* 
Several  blood-red  irregular  masses,  made  so  as  to  resemble 
polypi,  project  from  the  wall,  and  one  or  two  calculi  and 
foreign  bodies  rest  on  the  base.  The  urethral  orifices 
and  vessels  are  marked. 

Although  we  may  become  rapidly  proficient  in  placing 
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ihe  light,  it  is  far  otherwise  in  the  just  appreciation  of 
what  is  seen.  A  stooe  or  needle  encrusted  with  phos- 
phates, or  a  typical  growth,  is  as  readily  recognisable  by 
a  novice  as  are  some  well-marked  conditions  of  the  retina, 
tympanum,  and  larynx,  when  examined  by  means  of  the 
ophthalmoscope,  otoscope,  and  laryngoscope. 

There  are,  however,  certain  conditions  of  the  mucons 
membrane  which  are  at  first  exceedingly  puzzling,  and 
which  require  some  experience  to  determine  their  nature. 
One  of  these  pitfalls  consists  in  swollen  mucous  n»em- 
brane,  another  in  rngE©  of  the  mucons  membrane  of  the 
insufficiently  dilated  bladder  simulating  outgrowths  from 
the  walL  I  shall  have  to  allude  to  these  and  other 
fallacies  in  the  following  pages.  Lastly,  it  is  at  first  very 
difficult  to  appreciate  the  exact  size  of  the  object  we 
examine.  The  size  of  the  object  as  seen  through  the 
instrument  varies  according  to  the  distance  of  the  prism  \ 
from  it.  If  the  prism  be  near,  the  object  is  magnified, 
and  we  are  deceived  as  to  its  proportions  ;  if  the  prism 
be  withdrawn,  the  opposite  effect  and  error  is  induced. 

It  will  be  found  that  the  cystoscope  fails  under  three 
conditions : 

1.  It  can  rarely  be  passed  without  undue  violence  in 
patients  the  subjects  of  irregularly  enlarged  prostates  or 
in  hard  unyielding  carcinorafttous  prostates,  for  in  both  of 
these  classes  the  prostatic  canal  is  very  dense  and  devious, 
and  blood  becomes  smeared  on  the  window  and  mixed  with 
the  urine  in  the  bladder.  An  ordinary  enlarged  prostata 
ofFers  but  little  impediment  to  the  introduction  of  the 
instrument,  but  it  is  impossible  to  examine  the  pouch 
behind  the  prostate  if  that  depression  is  deep.  Nor  can 
the  base  be  thoroughly  searched  if  the  intra-vesical 
prostatic  outgrowth  be  large. 

2,  Stricture  of  the  urethra  of  course  offers  an  impedi- 
ment to  the  passage  of  the  cystoscope.  This  obstruction 
can  easily  be  removed  by  dilatation.  It  may  happen, 
moreover,  that  in  dilating  the  stricture  to  facilitate  the 
introduction  of  the  instrument  we  may  remove  the  cause 
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of  the  obscure  syinptoTiis  which  have  suggested  the 
electric-light  exploration  of  the  bladder.  If  the  meatus 
be  small  it  can  easily  be  cut  inferiorly,  under  cocaine,  to 
the  proper  size  by  a  touch  of  a  blunt- pointed  bistoury, 

3.  If  the  urine  contain  biood  or  pus  the  wall  cannot 
be  distinctly  made  out,  for  the  light  seems  to  be  placed 
in  a  red  or  white  fog,  and  everything  is  obscure  ;  this 
isj  however,  generally  obviated  by  washing  out  the 
bladder  and  replacing  the  murky  medium  with  clear 
water. 

4*  It  will  be  found  that  the  cystoscopo  is  difficult  to 
work  in  contracted  bladders,  or  in  those  in  which  the 
capacity  has  been  greatly  diminished  by  pressure  from 
without,* 

5,  Occasionally  spasmodic  contraction  of  the  bladder 
(especially  in  cases  of  tuberculous  or  other  ulceration) 
will  not  allow  a  sufficient  amount  of  water  to  be  tolerated. 
Cocaine  or  anaesthesia  usually  overcomes  this  difficulty. 

6.  Certain  deformities,  such  as  an  ankylosed  hip,  a 
rickety  pelvis,  or  a  kyphotic  spine,  will  give  the  observer 
some  difficulty  in  approaching  the  ocular  end  with  his 
eye  ;  a  little  Timuagerneut  of  the  head  is  needed  in  these 
cases  to  obtain  a  good  view. 

Summing  these  points  up  briefly,  we  may  say  that 
thez'B  are  three  conditions  indispensable  for  the  employ- 
ment of  the  ordinary-sized  cystoscope. 

1,  The  urethral  canal  must  have  a  calibre  of  22  French 
catheter  gauge. 

2,  The  bladder  must  have  a  capacity  of  at  least  four 
ounces. 

3,  The  water  in  the  bladder  must  be  translucent  and 
ought  to  be  perfectly  transparent. 


Rules  and  Directions  for  the  Use  of  ike  Cystoscope. 

Before  commencing  to  arrange  the  patient,  it  will  save 
a  good  deal  of  annoyance  if  the  lamp  and  battery  are 
**  Compare  aathgr's  cuscd  of  tf&cculateil  Atoue. 
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examined  and  proved  to  be  in  good  working  order. 
Connect  the  battery  wires  with  the  cystoscope,  keeping 
the  rheostat  at  the  point  of  greatest  resistance^  and  ase 
the  "  switch ''  or  key  attached  to  the  ocalar  end  of  the 
instrument  to  close  the  circuit.  The  incandescent  lamp 
will  now  bum  a  dull  red.  Gradually  move  the  rheostat 
until  the  filament  emits  a  bright,  white  light.  The 
instrument  is  now  ready,  open  the  circuit,  and  turn  your 
attention  to  the  patient. 

This  initial  examination  of  the  lamp  is  necessary, 
^because  after  some  time  the  carbon  filament  gets  burnt 
land  offers  less  and  le.<s  resistance  to  the  current,  throwing 
lout  less  and  less  light.  By  moving  the  rheostat  to  the 
proper  point  of  resistance  of  the  lamp  we  are  able  to 
depend  upon  the  brightness  of  the  light.  The  lamp  may 
possibly  require  changing.  It  may  have  burnt  through, 
and  it  is  certainly  annoying,  if,  after  we  have  introduced 
the  cystoscope  and  switched  on  the  current  to  see  no 
light  at  all.  Nothing  is  easier  in  the  Leiter  instrument 
(page  26)  than  to  replace  it  with  another.  But  here 
a  caution  is  necessary.  No  two  lamps  have  exactly  the 
same  resistance,  so  that  one  lamp  may  burn  brightly 
with  the  rheostat  at  maximum,  its  carbon  filament  offering 
but  little  resistance  to  the  current ;  and  another  will 
only  emit  the  necessary  white  light  when  the  rheostat 
approaches  zero,  or  the  minimum.  Hence  every  lamp 
ought  to  be  first  gautred  by  the  rheostat  in  the  manner 
just  described.  If  this  is  not  done,  the  operator  will 
either  fuse  a  number  of  lamps,  or  will  only  obtain  a 
useless,  dull,  red  light. 

Presuming  that  no  obstruction  to  the  introduction  of 
the  instrument  has  been  previously  found  in  the  urethra, 
such  as  mental  contraction,  stricture,  or  deviation  of  the 
prostatic  canal,  the  patient  is  to  be  interrogated  as  to 
the  amount  of  urine  in  the  bladder.  There  is  no 
transparent  medium  so  perfect  or  so  suitable  as  clear, 
healthy  urine,  and  I  always  make  a  point  of  getting 
the  patient  to  retain  his  urine   if  it  be  free  from  blood 
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mid  pus,  as  it  not  infrequently  is  in  intermittent  haema- 
turia,  so  as  to  allow  of  at  least  live  or  six  ounces  being 
found  in  the  bladder, 

'J'he  i-yHtoHcopist  can  very  often  obtain  this  clear  nriue 
rnediinn  l>y  giving  the  patient  half  a  bottle  of  Contrexeville 
or  Vittel  water  before  breakfast  for  three  or  four  days. 
Five  or  six  ounces  of  medium  is  quite  sufficient,  but 
praeli cully  speaking,  the  more  distended  the  bladder  is, 
HO  much  the  easier  is  the  examination  of  the  base.  It  is 
worth  romenibering  that  the  apex  will  be  out  of  sight  if 
the  bladder  tHJUtnins  ten  ounces  or  more  * 

Should  the  patient  have  passed  his  urine  lately,  or 
ulujuld  there  be  pus  or  blood  in  his  urine,  it  is  of  course 
ni'i'i^hHury  to  replace  that  medium  with  clear  water.  A 
m\'i  Jac(iuea  catheter  is  passed,  and  the  bladder  is  well 
washed  out  with  h  warm  saturated  solution  of  boracic  acid 
or  n  boruglyceride  solution  (5]  toOss).  After  the  wash- 
ingH  beeniue  tpn'te  clear, t  four  or  five  ounces  of  the  same 
wolutiou  or  of  sterile  saline  solution  are  run  into  the 
bludiU'V,  A  drftchm  or  more  of  a  20  per  cent,  solution 
of  cocaine  may  bo  injected  through  the  same  instrument, 
if  thin  is  required.  The  cocaine  rapidly  diffuses  itself 
thr*>ugliout  the  water,  and  serves  not  only  to  deaden  the 
sensibility  of  the  vesical  mucous  membrane  in  spasmodic 
cases,  tujt  also  ti> .  low  of  a  still  larger  introduction  of  the 
boracic  solution,  if  a  difficulty  in  tolerating  the  necessary 
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*  It  will  be  fDiiml  tlint  the  VHrying  poiitioos  of  tbe  individual  parts  of  tb^ 
bludder  produced  by  difftTcnt  degrees  of  difltenftion  ttw  ftt  first  n  source  of 
fallncy  to  tbo  oporator.  I'his  diffictilty  majr  e**ily  l*e  appreciated  by  iatro- 
daciug  tbe  ryatoscopc  in  the  dead  fiubj««t  and  teftrchuig  for  the  ureteral 
orifices  mhen  the  bhkditer  cou tains  Um  ouui'wt  of  water.  Now  draw  off  five 
ounces  and  refwat  tlic  senrch ;  it  wiU  hv  found  that  tlie  positions  of  the 
ureter»  have  changed.  Tbey  wmy  project  i\s  conical  masses,  or  they  may  even 
be  entirely  concealed  by  the  foUi»  uf  the  bladder. 

t  In  some  cases  of  nodular  earcinoma  no  amount  of  wnihing  will  produce 
a  clear  medium,  for  the  blooil  is  as  rapidly  poured  into  the  bladder  as  it  is 
evacuated  and  replaced  by  water.  It  U  best  In  these  cases  to  postpone  tbe 
examination  an  til  the  urine  clears.  In  pyuria  cases  much  more  washing  l« 
needed  than  in  oidinarj  hematuria. 
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qoantity  is  experienced  by  the  patient.  An  irritable 
bladder  may  thus  be  induced  to  accommodate  as  much  as 
six  ounces  without  discomfort.  It  is  always  wise  to  stop 
at  the  point. of  discomfort,  for  if  more  is  forced  in  and 
ulceration  is  present,  or  a  softish  nialiguant  growth  has 
invaded  the  wall,  the  slightest  overstretching  causes  a 
rush  of  blood  which  renders  any  attempt  at  cystoscopy 
futile.  As  the  Jacques  catheter  is  being  withdrawn  I 
sometimes  squirt  a  little  of  a  20  per  cent,  solution  of 
cocaine  into  the  urethral  canal^  anaesthetising  especially 
the  prostatic  section.  No  apprehension  need  be  felt 
about  the  toxic  effects  of  cocaine  if  no  abrasion  or  lacera- 
tion is  present.*  It  is  of  course  much  more  satisfactory 
in  diflScult  cases  to  have  the  patient  anaesthetised^  for 
often  in  the  middle  of  an  examination  of  an  irritable 
bladder  without  chloroform  the  patient  is  seized  with  an 
uncontrollable  desire  to  pass  water,  and  the  medium  has 
to  be  renewed  if  his  wishes  are  acceded  to. 

In  the  greater  number  of  my  cases  I  have  not  used 
general  anaesthesia.  I  employ  it  however  (a)  in  young 
females  for  delicacy,  (//)  in  tuberculosis  or  similar 
cases  where  the  prostatic  urethra  is  extremely  sen- 
sitive, (c)  when  it  is  necessary  to  demonstrate  some 
particular  disease  to  a  Aumber  of  visitors,  (d)  or  in 
order  to  make  a  leisurely  prognosis  ^  a  discovered 
growth  so  as  to  determine  the  expediency  of  operating 
for  its  removal. 

Usually  the  patient  lies  on  his  back  with  the  trousers 
unbuttoned  and  thrown  a  little  way  down  ;  a  clean  towel 
is  placed  across  the  trousers,  upon  which  the  right  side 
of  the  observer's  face  can  rest  whilst  he  is  looking  down 
the  cystoscope.  Or,  if  it  is  preferred,  the  patient  may  lie 
on  his  back  with  his  buttocks  drawn  to  the  edge  of  the 
table,  with  his  legs  bare  and  separated,  the  feet   being 

*  I  have  ased  injections  of  the  drug  continnally  since  its  introdnction  in 
larg^  out-patient  practice  and  in  private,  and  have  never  seen  a  case  pre- 
senting symptoms  of  so-called  cocaine  poisoning. 
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supported  upon  chairs  of  suitable  height.  If  an  anaes- 
thetic is  used  the  lithotomv  position  ia  the  best.  The 
operator,  being  seated  between  the  patient's  thighs,  now 
takes  np  the  instruuient,  and  either  uses  a  drop  or  two  of 
glycerine,  or  white  of  an  unboiled  egg  to  sraear  its  sur- 
face with.  This  prevents  mnrking  the  prism  of  the 
window.  It  is  of  iviportance  that  the  switch  in  vot  moved 
until  the  elbow  is  felt  to  have  entered  the  hladder.  If  this 
is  not  attended  to  the  lamp  may  be  set  in  action  while  it 
rests  in  the  prostatic  urethra,  and  that  section  of  the 
canal  is  soon  scorched  by  the  beat  of  the  hood. 

On  applying  the  eye  to  the  ocular  end  of  the  iiistrn- 
raent  when  tlie  beak  has  been  felt  to  have  entered  the 
vesical  water  and  the  switch  has  been  so  turned  as  to 
close  the  circuit,  the  observer  will  immediately  perceive 
a  yellowish -white  glare  at  the  end  of  the  tube.  With  a 
little  manipulation  he  will  readily  recognise  the  trabecu- 
lated  surface  of  the  bladder,  and  the  minute  vessels  which 
ramify  in  the  mucous  membrane.  If  the  medium  \>e  quite 
tranitparent  B>nd  the  mucous  membrane  healthy,  tlie  vesical 
wall  will  be  seen  illuminated  by  a  bright  white  light,  and 
the  details  of  the  wall  will  be  as  clear  as  if  they  were 
viewed  by  direct  snti light ;  but  if  the  mucous  membrane 
be  swoUeUjOr  if  the  epithelial  layer  has  been  shed  or  stained 
with  blood,  the  light  appears  feeble.*  A  beginner  will 
indeed  complain  that  the  battery  is  not  powerful,  or  that 
the  lamp  is  exhausted  ;  he  may  go  so  far  as  to  withdraw 
the  cystoscope  and  light  the  lamp  to  test  its  brilliancy. 
To  his  surprise  the  light  may  be  dazzling  and  the  problem 
puzzling,  until  he  realises  that  the  reflecting  ftntr  ftpithplial 
layer  is  destroyed,  and  that  the  light  is  absorbed  and  not 
reinfoTced  bj  reflection  as  i^is^ji^ health.  To  throw  the 
light  upon  the  base  the  cystoscope  roust  be  rotated  (Fig. 

♦  It  mtiat  be  reinembered  tbat  the  brilluitit'y  of  the  li^bt  unci  tlie  sueeeBs 
of  the  examination  depend  upon  the  operai&r,  Ist.  The  lenaea  muat  "be  clean. 
2ud.  The  lamp  must  have  »i;]f!it::lcnt  battery  power  to  produce  a  itcady 
white  light.  3rd,  The  medium  must  be  quito  transparent  and  tufficieDi  in 
qoantitj. 
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46)  ;  the  knob  on  the  rim  of  the  ocular  end,  correspond- 
ing as  it  does  to  the  direction  of  the  light  and  prisma  is 
the  guide  for  this  little  manoenvre. 

The  beak  should  always  be  kept  **  free"  in  the  bladder, 
not  thrust  far  back  or  pushed  down  on  to  the  base.     If 


FlO.  45. 


Cjrftoftcope  ligbttDg  up  bladder  \mse, 
Yio,  46. 


Cjstoftcopc  tighting^  up  anterior  w^lL 

either  of  these  manoeuvres  is  adopted  the  bladder  will  be 
plunged  inio  darkness,  for  the  beak  with  its  contained 
lamp  is  enfolded  by  mucous  membrane  (Fig.  47).  Putting 
aside  this  loss  of  light,  there  is  the  danger  of  scorching 
the  surface. 


66  BEBCTBor-ci^ir  cmocom 

After  fnrijihing  the  esammicioiL  ler  riie  cmieur  be 
<)intchefi  oif.  so  as  co  nrerenr  riie^  .amp  osiiui  witiutrawn, 
in  fnil  action,  tiironspi  die  arefimi. 

Fiizs.  45  and  46  show  the  .ighr  riircywir  upon  tiie  door 
and  anterior  wail  of  the  hiwittpr.  TbsFr  repceaent  fairly 
weil  the  direction  or  ciie  rajsiamcted  from  die  end  ot  die 
infttromenr.^ 

It  will  be  noUGsd  rfaar  only  one  erstoscope  is  Txsed  for 
all  positions  in  the  bladder,  ^il  dtat  one  in  which  the 
prism  is  aitnated  at  die  eoncantv. 

r  have  nev!^  yet  had  occa«.oa  ro  ijse  the  C3rstoscope 
^tfa  a  poaterxoriT  phiced  light  and  windows^  nor  do  I 
consider  snck  neeessarr  for  even  a  trro. 


Objections  to  the  Um  •*/  -fit  CwitMta^^^ 

T;iro  objections  might  reasonably  be  made  to  the  use 
of  the  incandescenr4amp  cystuscfope. 

L  Burning  of  ti^t;  Mnajiut  Mtmi>rtme, — .^though  the 
heftt  emitted  by  the  cap  or  hood  with  its  contained 
incandescent  lamp,  wiien  in  acdoa,  is  notiso  great  as  that 
given  off  by  the  platinum  wire  lamp,  yet  it  does  become 
very  quickly  hot  if  it  is  allowed  tu  burn  in  otr  instead  of 
under  water.  Thus  it  becomes  warm  after  four  secondts 
unbearable  after  ten,  and  score  ties  tbe  skin  severely 
after  dfteen  seconds.  If,  however,  the  dp  of  the 
instrument  is  placed  in  cold  water,  the  heat  is  rapiuly 
absorbed,  and  the  cap  or  hood  remains  cool  and  may  be 
touched  with  impunit}'  ev^u  after  a  quarter  of  an  hour's 
use.  This  is  almost  exactly  what  happens  in  the  bladder, 
for  the  warm  urine  carries  oif  the  heat  of  the  lamp  as 
fast  as  it  is  formed.  Hence  the  tirst,  the  cardinal  rule  in 
electric  cystoscopy  is>  that  the  bladder  hiis  Co  contain 
five  or  six  ounces  at  least  of  urine  or  water. 

But   there   is   a   second    rule  ;    tiithough    the  urine    or 

*  In  Figs.  4o.  -M5.  imd  ^7  tht)  black  ^irtM  :$>  iuvvrrect :  it  i»  iutriMiuced  for 
the  mke  jt  ooncmsc.     rh«  dutim  biaUilor  i»  li^hci»d  up  motQ  or  !«»•, 
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water  absorbs  tbe  beat  of  the  cap  if  it  be  freely  sur- 
rounded by  the  media tu^  yet  this  does  not  happen  if  the  cap 
be  held  in  contact  with  the  vesical  wall  (Fig.  47).  A  just 
estimate  of  what  would  happen  if  the  cap  were  kept  in 
contact  with  the  bladder  wall  may  be  very  advantageously 
gained  by  the  operator  in  carrying  out  the  following 
simple  experiment :  Let  him  bum  the  lamp  in  a  cupful 
of  water  and  geotly  rest  the  tip  of  the  finger  on  the 
hood.     The  finger  will  soon  become  unpleasantly^   then 


Fio.  47. 


Lftnip  of  cy itoccope  enveloped  in  po«terior  wall  (Casper). 

unbearably  warm.  The  rest  of  the  hood  will,  of  course^ 
be  found  to  remain  cool,  for  it  is  surrounded  by  water; 
Wben  the  operator,  moreover,  realises  that  the  soft 
macous  membrane  of  the  bladder  is  infinitely  more 
sensitive  than  the  hard  cutis  of  the  finger  and  less 
tolerant  of  injur}-,  the  necessity  for  avoidiug  any  pro* 
longed  contact  of  the  lamp  with  the  bladder  wall  will  be 
readily  appreciated. 

The  second  important  rule  in  cystoscopj"  is,  therefore, 
framed  upon  this  danger  of  *'  beak  "  or  "  hood  "  contact. 
Never  let  the  beak  remain  in  contact  with  the  bladder 
wall,  keep  it  in  tbe  middle  of  the  bladder. 

This  rule  is  especially  important  in  catheterisation 
of  the  ureters,  for  the  beak  approaches  nearer  to  the  wall 
in  this  manoeuvre  than  in  any  other. 
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I  can  illustrate  this  point  forcibly,  I  have  had  for 
some  years  to  demonstrate  almost  weekly  to  students  or 
medical  men  the  various  chaages  one  sees  in  the  course 
of  my  cyatoscopic  cases.  Sometimes  as  mnny  as  a  dozen 
will  successively  look  through  the  instrument,  which  is 
necessarily  fixed  in  position  so  that  all  may  examine  the 
same  object.  As  each  observer  leaves  the  ocular  end  I 
switch  off  the  light  for  a  few  seconds,  so  that  any  chaDce 
of  overheating  the  mucous  membrane  may  be  avoided. 

One  day  I  was  cystoscoping  the  right  ureter  of  a 
yoiiQg  woman  of  thirty- two  years  of  age,  who  had  been 
sent  by  Mr.  Neville  Howse  for  profuse  hiemtituria  and  a 
slight  enlargement  of  the  right  kidney.  I  was  uncertain 
as  to  whether  I  had  to  deal  with  a  renal  tubercle  or  a 
renal  sarcoma.  No  tubercle  bacilli  were  found  in  the 
urine.*  The  bladder  was  healthy,  and  I  demonstrated 
the  absolute  health  of  the  right  ureteral  orifice t  to  a 
series  of  students,  switching  the  light  on  and  off,  as  is 
my  custom,  to  prevent  overheating.  The  patient  was 
brought  to  the  operating  theatre  a  fortnight  after  for 
nephrectomy.  As  she  casually  mentioned  that  for  the 
last  few  days  she  had  had  urethral  pain  and  pricking 
after  urination,  I  determined  to  examine  with  the 
cystoscope,  on  the  chance  that  a  prickly  stone  had 
descended  iuto  the  bladder,  and  that  my  diagnosis  of 
renal  growth  was  incorrect. 

On  cystoscopy,  I  found  on  the  posterior  wall  an 
elongated  phosphatic-covered  ulcer.  It  was  upraised  and 
red-edged,  and  measured  about  nn  eighth  of  an  inch  in 
its  long  diameter.  I  was  now  in  a  dilemma.  Had  I 
overlooked  this  ulcer  at  my  previous  cystoscopy  ?  Was 
it  a  simple  solitary  ulcer  ?  Was  it  the  source  of  the 
hmmorrhage,  and  the  slight  renal  enlargement  an  over- 
mobile  kidney  ?  Was  it  a  tuberculous  ulceration,  and 
the  enlarged  kidney  another  focus  of  the  same  disease  ? 

*  Tubercle  bacilli  are  hardly,  if  ever,  foQud  if  wwrA  blood  or  much  pua  Im 
present  in  tbc  urine. 

t  Tbb  was  Hgiuntt  the  diagnosis  of  tubercle  of  kidney. 
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Lamp  of  cyttoscopc  planged  Into  vi^ilcal  groirtli. 


I  bad 


of  Uifi 


nitoj 


looked  ctmimaj 

^  *  baft  ami ;  kid  j,  Oas 
of  «r 
the 
lodldmg  at 
mSkmiogAm  hemk  to  i 
wall,  a  eon£tioD  wUd  iPmU  be 
iMM  obMfTer  b^  exjiznined  tbe  bkdier^     I  in 
neplirect<»iiiised«     The  kidnej^  (?%*    -^    ^i^a 
of  a  sm^il  maligiomi  adeiMiiitt^  and  tbe  patia 
promptlj,  RDd   t^ere   wwm  ao  {aitber  synptoai 

Oocanonally  the  beak  of  tba  crstosoope  m 

a  papilloma  and  the  light  obscured  (Fig.  49). 

2.  The  Baocxnd  ob|eciiOB,  dn^  of  induoing  cyatitia  or 
cp^bopfeBtiiB  by  tlie  exaniaalioB,  is  mfimtely  i 

It  is  oammonly  asaeited  bj  sargeons  wbo  use  the 
^itoBoope  verj  oocaaonallT,  that  thej  liare  ineipcr  er^i 
caaaed  qpvtilia  by  its  use.  Sach  statements  need  wo^  be 
aooeptod  as  reUable.  Th«y  axe  merely  evideiioea  of 
Kaiit-ed  experience  or  clinical  prejadice.  IntTodaclJon  of 
aay  medintD,  however  aseptic^t  into  the  bladder,  other 
Ihrnn  the  natural  nrine^  causes  Tisible  eoagwlioii  of  its 
aorfioe.  In  most  instances  the  next  stage—that  of  slight 
eatarcb — is  also  reached.  This  is  evident  from  the  ap* 
peu^mce  of  pns  and  micro-organisms  in  the  nrine,  pre* 
▼ioady  noted  as  "  sterile." 

In  tbe  majority  of  cases  when  the  bladder  is  able  to 
lia  ocmtents,  or  where  the  catheter  is  habitoally 
no  harm  results,  and  the  bladder  recovers  in  a  few 
days  its  normal  health.  This  is  obvious  in  litholapaxy, 
which  is  a  much  more  distressing  operation  for  the  bladder 


t  I 


,  "  CSiueal  ^gttificuioe  of  Solitsrj  Uloo-  ^  tht  Bladder,"  '  BnU 
.-  p.  IISE,  Haj  9th.  1S96. 

hm4if  add  tint  the  grtAttst  e^rt  it  iiseawii?  in  iiiiAiiiin^  all 
■d  lotioiif  aseptic  and  in  tliaroaghlf  ilMHinig  llw  genltil 

eomnieEidiia  aa  aaniiiAtion* 
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than  mere  washing.  But  in  a  few  cases  an  habitnal  state 
of  bacternria  is  indaced,  and  turbid  urine*  is  subsequently 
passed «  Two  vesical  diseases  in  their  advanced  stages 
appear  most  prone  to  resent  washino^  and  manipulation  ; 
these  are  tubtrcnlosis  and  soft  carcinoma.  If  there  be 
deposits  of  tubercle  in  the  genital  organs,  or  if  the 
prostate  or  bladder  base,  as  felt  per  rerttim,  be  obviously 
infiltrated  with  new  growth,  it  is  useless  to  cystoscope ; 
it  is  merely  adding  to  the  sufferings  of  the  patient  by 
inducing  cystitis,  and  the  knowledge  gained  is  generally 
unimportant. 

Personally  speuking,  I  dislike  washing  out  the  old  male 
bladder  in  obscure  diseases  of  the  urinary  tract  merely 
for  cystoifcopir  purposes,  I  always  endeavour,  if  possible, 
to  render  the  urine  clear  by  means  of  Contrexeville  or 
Vittel  water  (vide  p,  62),  Even  in  men  before  the  age 
of  fifty  I  avoid  washing  as  much  as  possible,  for  the  more 
I  cystoscope  in  the  patient^a  own  urine,  and  the  less  I 
wash  out  the  bladder,  the  better  are  my  results.  Of 
course,  if  there  is  blood  or  pus  the  bladder  must  be 
thoroughly  washed  oat  before  the  cystoscope  can  be  used. 
In  this  case  I  do  not  care  to  cystoscope  unless  I  am 
allowed  to  start  there  and  then  upon  any  renal  or  vesical 
operation  that  is  necessary. 


The  Mortality  of  Cystoscopy, 

A  most  important  question  has  now  to  be  considered. 
A  patient  may  have  cystitis  and  cystopjelitis  of  a  mild 
grade  after  washing  out  the  bladder  prior  to  cystoscopy, 
but  IS  there  real  danger — has  cystoscopy  a  death  rate  ?  I 
am  bound  to  answer  in  the  affirmative.  The  passage  of 
the  cystoscope  if  it  be  gentle,  and  its  rotation  in  the 
bladder  if  it  be  purposive,  is  as  free  from  risk  as  routine 
catheterism,  or  sounding  for  stone.      There  is,   as  every 

*  Thii  arine  can  only  b«  recognised  by  the  tmoky  or  tbot-iilk-ltlce  appemr- 
«nee  it  &staixie«  when  shaken  in  a  bottle*  The  optical  result  is  apparently 
doe  to  the  rooreineut  of  rod^fbaped  and  other  bacteria,  with  a  few  pai^ceUi, 
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vmrgton  is  a^are,  some  risk  in  tbe  fir^t  introdnction  of 
wof  iosimmeiit  tbrongh  ihe  deep  aretbra^ — a  risk  which 
moiit  not  be  made  light  of. 

The  cjitoficope  must  be  regarded  in  the  same  light  and 
frith  the  tame  deference  that  the  boagie^  the  sonnd^  or 
the  catheter  is  regarded,  for,  as  Sir  Henry  Thompson  has 
no  tersely  and  so  wisely  expressed  it,  "  The  iatrodnction 
of  an  in^trament  is,  more  or  less,  an  eril,  nerer  to  be 
resorted  to  unless  a  greater  eril  be  present,  whidi  its 
emptojment  may  probably  remedy/'  Bnt  anxfety  ne^ 
oot  be  felt  if  the  cysto«cope  is  nsed  in  the  patiences  own 
isrine.  The  danger,  and  in  rare  instances  the  fatality, 
oceom  after  washing  ont  the  bladder  of  the  patient  witli 
rwidaal  arine  and  deteriorated  kidneys.  I  have  had  one 
fatal  ease  and  I  have  seen  several  others.  My  own  was 
poblfsbed  in  1889.^^ 


Traumaiie  rewd  hmitaimria;  rf«io«r«|py/  ocmit 
ntpkriiU ;  d^aOL—A  gentleman,  et.  50,  was  sent  to  me  ia  1889  fer 
ifilMeopy  in  order  to  aaoertata  the  came  of  a  aercrft  iatennittcnt 
iria  of  eight  weeks*  doiatioD.  The  patient  stated  that  one 
|«  after  a  heary  meal,  he  w&a  stooping'  down^  attempliag  to 
flraf  oot  a  heavy  lower  drawer  from  his  bureau,  when  he  suddenly 
Ml  aa  Imeiise  desire  to  nriiiate,  and  he  immediately  passed  a  lar^ge 
qaasCl^efbrightfl  aid  blood,  H«^  was  not  quite  eertainaa  to  i 
W  Mt  sonethiag  gire  way  in  his  left  side  or  not*  The  1 
iiased  aad  reemred,  finally  becoouBg  intermittent.  The  hlood  waa 
always  iatitDatdy  mixed.  The  bladder  w&s  thoroughly  wmAtd  oai 
sad  examined  with  the  cysto8o:>pe.  It  appears  qntte  healthy.  TW 
wcsua  iioihrsnf  was  saiooth.  Ontheright  sxdeofthe  hasewasa 
muM  Hood-elot  adh^ent  to  the  snrfaee.  The  probability  waa  that 
tlw  SMS  WBS  reftaL  bat  as  no  blood  waa  flowing,  it 
WMA  side  WW  allected.  The  patient  had  a  rigor  the  i 
atti  fever;  he  began  to  saffer  great  pain  to  th«  right  ol  the  iM^rd 
§mi  ia  the  Ml  renal  region.  The  blood  eeaaed,  the 
tmaatnJ,  he  heesaK  aramie,  and  died,  evidently  of  i 
iiifhfitis«  whhin  three  weeks,    Ko  satopsy  was  allowed. 


I  wma  not  able  to  state  accurately  the  lethal  p^irt  played 
by  Ihe  examination  in   this  £atal  case,  for  no  antc^p^ 
v» '  Baclrieal  niraiaatioa  of  the  1 
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was  allowed.  lb  appeared  to  me  that  the  suppurative 
uephritis  followed  as  a  direct  consequence  upon  the 
cystoscopy.  I  can  safely  say  that  it  was  not  the  result 
of  any  operative  lesion,  for  the  instrtiment  was  swallowed 
easily  by  the  urethra,  the  visual  examination  was  finished 
in  less  than  a  minute,  and  no  pain  was  caused.  The 
first  signal  of  alarm  was  the  rigor  twelve  hours  after. 
From  what  I  saw  of  the  patient  subsequently,  I  believe 
that  the  damaged  kidney  had  suppurated  under  the  iu- 
flueuce  of  septic  cystitis. 

Brief  Rules  for  Simple  Cystoscopy, 

In  starting  an  examination  let  the  operator  commence 
with  the  form  of  instrament  shown  in  Fi^.  45.  Let  it, 
and  everything  else  used  in  the  examination,  be  aseptic. 
The  following  golden  rules  are  worth  remembering : 

1.  See  that  the  bladder  contarns  at  least  six  ounces  of 
clear  flu  id » 

2.  Regulate  the  lamp  beforehand. 

3.  Do  not  swiieh  on  the  current  until  the  elbow  is  well 
within  the  hlaffder, 

4.  Do  not  keep  the  cap  in  contact  with  the  wall ;  keep  it 
free  (vide  Figs.  47,  49). 

5.  Let  the  manipulation  be  gentle  and  purposive. 

6*  Let  the  instrument  remain  half  a  minute  in  the 
bladder  after  the  cm  rent  has  been  shut  off,  in  order  to 
completely  cool  the  hood  before  you  ivithdraw, 

7-  Let  the  base  of  the  bladder  be  examined  first  ; 
for  the  inferior  zone  of  the  bladder  is  to  vesical  endo- 
scopy what  the  optic  disc  is  to  ophthulmoscopy, — the 
most  important  area  in  the  examination. 

It  is  to  the  inferior  zone  that  the  cystoscope  is  first 
directed,  for  it  is  this  section  of  the  bladder  which  con- 
tains or  conceals,  for  the  most  part,  those  diseases  which 
rank  as  ''  obscure/^  Thus  calculi — free,  latent,  or  sac- 
culated ;  foreign  bodies  (other  than  stones) ;  growths — 
malignant  or  benign ;  ulcerations ;  and  even  pouches  are 


74 


ELBCTRIC-LIGHT    CYSTOSCOPY. 


all  more  common  in  the  inferior  zone  than  in  the  middle 
or  superior. 

The  principal  points  in  the  inferior  zone  are  the 
ureteral  orifices.*  I  never  feel  quite  safe  in  a  cysto- 
scopic  exarDination  unless  I  have  clearly  seen  these  open- 
ings and  their  immediate  neigh bonrhood. 

*  Skori  noi€  concerning  the  locatiom  qfnvigle  tumours  found  in  th^ 
mujtetimjt  of  Great  Britain^ 
nilom  papilloma  (aatlior,  '  Path.  Tran»,/  1888), 

Conclusion 8—1.  GroAVthi  timt  are  single  are  generallj  found  in  tbe 
infeTiar  zone  (8C  per  cent.). 

2.  Tbey  apring  from  the  margins  of  the  trigone. 

3.  TJiey  are  foii»id  at  the  right  nreternl  orifice  in  43  per  cent,,  at  the  left 
nreteral  orifice  in  26  per  cent,,  and  on  the  hitemreberttl  bar  in  10  per  cent,  of 
tbe  ca«et. 

4.  Thej  are  genernlljr  pednncnlated  or  tend  to  become  pedoDCtilated  in  the 
proportion  of  2  :  1  (43  per  cent,  are  peduncubited,  20  per  cent  are  8iib«e»9ile, 
33  per  cent,  are  (sessile). 

Fihromafa.^^Q  per  cent,  are  ut  the  nreteral  orificet. 

Sarcoma  (a  nth  or,  ibid.). — Sarcoma  of  the  adnlt.  The  trigone  ia  rarely 
the  site  of  the  dUetise.  The  favonrite  »pot  ia  the  posterior  wall,  either  jn»t 
behind  the  right  or  the  left  ureteral  orifice.  They  «re  usinilly  sessile  (10  per 
cent,  possessed  pedicles). 

Careif^oma  (author,  i7>iW.).— The  right  and  left  uretenil  yriQces  are  rarely 
the  origin  of  cnreinoma,  though  of  course  they  may,  and  generally  do, 
become  implicated  by  extension.  The  posterior  wnll  in  th&  middle  zone  is 
the  part  tno«t  often  afft  cted,  i.  e.  63  per  cent. ;  next  to  thin  comes  the 
trigone  itself,  20  per  cent. 

As  regfti'da  the  JiabiLity  of  the  three  zones  to  become  aiTected  by  stSQLfi 
cancerous  growths,  the  following  statistics  are  of  importance  to  the  cysto- 
Bcopist.     They  are  estimated  by   the  tiuthor  from   lOO  canes  of  carcinoma 


Upper  zone  , 
Upper  and  middle  zone 
Middie  zone. 
Middle  and  lower  lone 
Louder  zone  . 
The  upper  ;  middle:    lower  zone  : 
cinoma. 


7'2  per  cent. 
7*2 
22-&         „ 
17"5         „ 
425 
!  3  :  6  aa  regarda  liability  to  car- 


CHAPTER  IV. 
Kelly's  method  of  examining  the   female  urinary 

ORGANS. 

Catheterisation  of  the  Female   Ureters. 

It  is  immaterial  whether  we  examine  the  female 
bladder  or  catheterise  the  female  ureter  by  means  of  the 
male  instruments  or  by  means  of  Kelly's  method.  The 
latter  is^  however^  so  valuable  and  so  simple  that  I  give 
it  here  in  detail^  quoting  especially  from  Kelly's  work.* 
I  cordially  agree  with  the  statements  he  makes.  The 
essential  features  of  Kelly's  method  are : 

1.  An  atmospheric  dilatation  of  the  bladder  induced  by 
posture. 

2.  The  introduction  of  simple  straight  specula  with- 
out fenestrse. 

3.  The  examination  of  the  mucous  surfaces  of  the 
bladder  and  urethra. 

The  following  instruments  are  required  :  a  good  light 
from  a  head  mirror  or  an  electric  head  lamp ;  an  urethral 
dilator  (Fig.  51,  b)  ;  a  speculum  a  with  an  obturator; 
a  suction  apparatus  to  empty  the  bladder  completely ; 
a  pair  of  long  mouse-tooth  forceps ;  a  searcher  for  dis- 
covering the  urethral  orifice  (Fig.  51,  d),  and  an  ureteral 
catheter  (Fig.  51,  c). 

Method  of  Examination. — "  Immediately  before  exami- 
nation the  patient  must  pass  water,  preferably  in  the  stand- 

•  'Johns   Hopkins   Bulletin/   November,   1893;   'American   Journal  of 
Obstetrics,'  January,  1894. 
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Fig.  60. 


Spectacle  with  a  WiiHhington- Isaac  lamp  for  female  cystoscopy. 
Fig.  51. 


Kelly's  instruments  for  female  cystoscopy. 
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ing  positton.  In  spite  of  this  effort  to  empty  the  bladder 
completely  a  little  residual  urine  almost  always  remains 
behind.  The  patient  is  now  placed  in  the  dorsal  (Tren- 
delenberg)  position^  or  in  the  knee-breast  position.  If  in 
the  dorsal,  her  hips  are  elevated  six  to  twelve  inches  above 
the  level  of  the  table  (Fig.  52),  The  urethra  is  anaesthe- 
tised by  painting  the  external  orifice  with  a  10  or  20  per 
cent,  solatioo  of  cocaine,  or  by  injecting  half  a  drachm  of 
the  same  along  the  urethral  canal, 

^^The  urethral  orifice  is  now  dilated  by  using  a  conical 
dilator  (Fig,  51,  b)  blunt  at  the  point,  72  mm.  long,  and 
16  mm«  in  diameter  at  the  base  and  4  mm.  at  the  point. 
This  is  covered  with  vaseline  and,  with  a  screw-like  move- 
ment, gently  bored  into  the  urethral  orifice.  Two  or 
three  gentle  movements,  holding  the  dilator  poised  between 
thumb  and  forefinger,  will  be  sufficient  to  carry  it  in  as 
far  as  the  number  10  mark  on  the  scale  on  its  side.  This 
indicates  a  dilatation  of  1  cm.  in  diameter,  sufficient  for 
all  ordinary  purposes  of  investigation  of  the  bladder, 
treatment  of  iis  surfaces,  and  catbeterisation  of  the  ureters. 
In  many  cases,  particularly  in  women  who  have  borne 
children,  the  orifice  needs  no  dilatation  to  permit  the  in- 
troduction of  a  speculum  of  this  size.  The  utmost 
damage  done  by  this  dilatation  is  a  slight  superficial  injury 
to  the  mucous  surface  of  the  posterior  margin  of  the 
urethra,  which  never  requires  attention, 

"I  wish  to  call  especial  attention  to  the  fact,'*  says  Kelly, 
"that  dilatation  of  the  external  orifice  of  the  urethra  by  a 
conical  dilator  alone  is  sufficient  for  the  investigation.  The 
speculum  (Fig,  51,  a)  is  now  parsed,  and  if  the  patient  be 
a  thin  woman  and  placed  in  elevated  dorsal  position 
(Fig.  52),  directly  the  speculum  enters  the  bladder  air 
rushes  in  audibly  and  distends  that  viscns.  But  this 
simple  process  will  not  succeed  with  a  fat  woman.  The 
most  convenient  and  universally  applicable  position  is  the 
knee-breast  posture,  with  the  chest  as  close  to  the  table 
as  possible,  and  the  back  well  bent  in,  the  patient  squatting 
a  little  backward,  so  that  the  buttocks  are  in  a  position 
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dirtotlj  over  the  calves  of  the  legs  or  the  ankles,  iu stead 
of  being  vertically  over  the  thighs* 

Th^  examiner  now  directs  the  light  along  the  speculum 
and  if  he  see  any  residual  urine  he  sucks  it  out,  cleans^ 


Fio.  62. 


Cjitoseopic  ejcamiaAtiim  of  black  vvomno^  witli  olevattd  pelvis, 
dortiil  poBition.  iDtrodacitig  the  searcher  into  tho  left  ureteral 
orifice.    (After  Kellj.) 


ing   if   necessary   with   the   long  mouse*toothed  forceps 
armed  with  a  pledget  of  cotton  wool. 

Dr.  Kelly  describes  the  appearaiices  as  follows  : 
'^  The  first  part  is  seen  about  the  middle  of  the  posterior 
wall.  The  groundwork  of  the  bladder  appears  of  a  dull 
whitish  colour,  everywhere  divided  up  by  a  network  of 
branching  vessels.  The  thinner  vessels,  almost  like  capil- 
laries, can  be  traced  to  their  trunks,  and  these  again  to 
larger  trunks,  one   or  two  millimetres  in   diameter,  of  a 
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darh  or  light  red  colour  wMch  seems  to  come  up  to  the 
muconB  surface  from  the  deeper  layers  where  the  vessels  lie 
hidden  from  view.  Occasionally  an  artery  can  be  distinctly 
seen  to  pulsate.  Sometimes  little  glistening  points  appear 
along  the  vessels.  By  elevating  and  depressing  the  handle 
of  the  speculum  and  moving  it  from  side  to  side  all  parts  of 
the  posterior  hemisphere  are  bronght  snccessively  into 
view.  The  size  of  the  area  viewed  at  any  one  time 
depends  upon  the  calibre  of  the  speculum,  its  closeness  to 
the  bladder  wall,  and  the  distance  of  the  examining  eye 
from  the  external  opening.  By  markedly  elevating  the 
speculum  the  vault  of  the  bladder  is  seen  with  the  same 
distinctness.  As  a  rule  the  residual  urine^  to  the  amount 
of  li  to  2  drachms,  will  have  to  be  removed  by  the 
suction  apparatus  before  all  parts  are  brought  into  view. 
If  the  handle  of  the  speculum  is  dropped  a  little^  the  floor 
of  the  bladder  is  brought  into  view.  This  is  more  or  less 
in  the  plane  of  the  eye  of  the  observer,  and  must  be  exa- 
mined with  greater  care  to  detect  all  tlie  peculiarities  of 
its  sorface.  In  order  to  bring  special  parts  of  the  base 
more  clearly  into  view,  the  speculum  can  be  pushed  until 
its  edge  rests  upon  the  part,  and  then  by  dropping  it  a 
few  millimetres  and  advancing  it  Just  a  little,  the  area  in 
question  will  be  made  to  lie  directly  over  the  speculum, 
at  right  aogles  to  its  former  position. 

The  trigonum  is  brought  into  view  by  withdrawing  the 
speculum  until  the  internal  urethral  orifice  just  begins  to 
close  over  it,  and  then  pushing  it  in  a  little  and  dropping 
the  handle  slightly*  This  portion  of  the  bladder  is,  as  a 
rule,  a  little  more  injected  and  rosy  than  the  rest  of  the 
mucosa.  The  interureteric  ligament  is  sometimes  marked 
as  a  distinct  rounded  transverse  fold.  By  turning  the 
speculum  to  the  right  or  left  about  thirty  degrees,  with 
its  end  projecting  1  cm.  into  the  bladder,  the  right  and 
left  ureteral  orifices  can  be  bronght  successively  into  view. 
The  ureteral  orifice  usually  appears  as  a  little  slit  about 
3  mm.  long,  placed  transversely,  with  a  slight  horse- 
shoe-shaped elevation  around  it,  open  on  the  inner  side. 
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Usually,  witli  the  woman  m  the  knee-breast  position,  the 
ureteral  orifice  is  found  on  the  inner  side  of  a  decided 
eminence,  having  the  form  of  a  truncated  cone  (inons 
tireteris).  The  ureteral  orifice  may  at  times  appear  as  a 
little  pit  or  hole  in  the  mucosa,  at  other  times  as  a 
rosette  with  the  opening  in  the  centre.  If  the  observa- 
tion is  continued  for  a  minute  a  little  jet  of  urine  will  be 
seen  to  spurt  out  of  the  ureter  for  two  or  three  seconds. 
The  ureter  then  closes,  to  be  opened  by  another  jet  with- 
in the  following  minute,  I  have  repeatedly  seen  pus  or 
blood  escaping  from  one  ureter,  while  clear  urine  escaped 
from  its  fellow. 

The  ability  to  find  the  ureter  readily  is  developed  by 
practice.  An  experienced  observer  Avill  introduce  the 
speculum  and  turn  it  toward  the  side  in  question,  and 
with  one  or  two  slight  movements  of  adjustment,  pushing 
it,  withdrawing  it,  or  turning  it  a  little,  will  have  the 
ureteral  orifice  within  tlie  field  of  vision  within  two  or 
three  seconds. 

Occasionally  the  bladder  presents  some  little  depression 
which  the  examiner  cannot  be  sure  is  not  the  ureteral 
orifice.  The  doubt  may  be  readily  settled  by  taking  up 
the  searcher,  which  has  a  strongly  curved  handle,  keeping 
it  out  of  the  field  of  vision,  and  introducing  its  point  into 
the  opening.  If  it  is  the  ureter,  the  searcher  will  pass 
readily,  3,  4,  or  even  6  or  8  cm.  (1,  1^,  2  or  3  in.),  I 
have  not  noticed  any  special  sensitiveness  about  the 
ureteral  orifice. 

In  the  virgin  it  may  be  difficult  to  find  the  ureteral 
orifices,  owing  to  the  fact  that  the  bladder  balloons  out 
too  much,  carrying  the  base  high  up  towards  the  sacrum. 
To  gain  even  an  unsatisfactory  view  under  these  circum- 
stances, the  observer  has  to  get  his  head  almost  under 
the  patient's  body.  This  difficulty  will  be  overcome  by 
taking  the  precaution  beforehand  to  introduce  a  speculum 
into  the  vagina,  in  order  to  distend  it  with  air.  This 
prevents  the  excessive  distension  of  the  bladder  in  this 
direction. 
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That  portioo  of  the  bladder  which  lies  behind  the 
symphysis  iDay  be  inspected  by  elevating  the  handle  of 
the  speculum  very  decidedly  and  looking  down  toward 
the  anterior  part  of  the  vault." 


Sounding  and  Caiheferitnng  the  Female  Ureters* 

"  The  passage  of  a  catheter^  sound,  or  bougie  into  the 
oreter  is  as  easily  accomplished  as  the  inspection  of  its 
orifice,  and,  if  gently  conducted,  is  a  simple,  painless,  and 
harmless  procedure.  I  have  found  it  necessary  under  a 
variety  of  conditions,  the  most  important  of  which  may  be 
classified  under  the  following  headings : 

First,  for  the  collection  of  urine  directly  from  the 
ureter,  without  contamination  with  the  bladder,  in  order 
to  determine  the  presence  or  absence  of  renal  disease,  or 
of  one  kidney  and  not  of  the  other. 

Second,  to  determine  the  existence  of  ureteral  disease, 
such  as  hydro-ureter  and  pyo-ureter. 

Third,  in  order  to  lay  a  solid  bougie  in  the  ureter,  so 
that  it  can  be  kept  constantly  under  touch  and  recognised 
throughout  any  abdominal  or  pelvic  operation  in  which  it 
was  in  danger  of  being  cut  or  tied. 

For  a  ureteral  catheter  I  use  a  simple  metal  tube  about 
25  cm.  (10  in.)  long  (Fig.  51,  c),  gently  curved  at  its  outer 
end,  which  is  held  in  the  hand,  so  as  not  to  obstruct  the 
view  during  its  introductioo.  The  end  is  also  enlarged  a 
little,  80  as  to  hold  a  fine  rubber  tube  slipped  over  it  in 
washing  out  the  ureter  and  kidney.  The  ureteral  end  of 
the  catheter  has  a  rounded  point  with  three  or  four  holes 
in  it,  and  a  very  slight  curve  at  the  end. 

To  introduce  the  catheter,  the  ureteral  orifice  is 
brought  to  about  the  centre  of  the  field  of  the  speculum, 
and  the  mirror  and  light  are  adjusted  so  that  the 
head  of  the  observer  is  not  in  the  way  as  he  introduces 
the  catheter  into  the  speculum  and  slides  it  on  until  its 
point  rests  in  the  ureteral  slit-  On  pushing  it  in  a  little, 
the  sides  of  the  opening  separate,  and  it  appears  as  a 
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holo;  with  the  catheter  lying  in  one  side  of  it.  The 
Ctttheior  muHt  now  be  pasbed  oat  gently  toward  tlie  side, 
Htopping  a/t  once  if  the  slightest  resistance  or  obstraction 
JM  itiut.  When  it  has  reached  the  pelvic  wall,  4  or  5  cm. 
iH  to  2  in.)  from  the  orifice,  it  mast  be  firmly  held  while 
tlw  M|>(3ciiluni  is  Hlowly  drawn  out,  disengaged  from  the 
untihrii,  iind  pulled  over  its  end.  It  is  nsually  necessary 
for  an  fiHwiHtunt  to  pull  open  the  buttock  of  the  side  on 
wliirli  ilin  handle  IIok,  to  keep  it  from  making  such  undue 
pruMNurn  upon  th<'  ureteral  catheter  as  may  injure  the 
untiiM*.  Tho  patient  who  has  been  in  the  knee-breast 
poNition  may  now  raine  herHclf  up  on  her  elbows  or  hands, 
wliilit  thn  urino  in  collected  as  it  flows  from  the  catheter. 
A  minntn  or  two,  or  more,  often  elapses  before  the  flow 
l)n^(inM.  It  \H  easy  to  tell  whether  the  catheter  is  filling 
by  Htoppin^  up  itH  entl  with  a  little  drop  of  water,  which 
l)li)WN  out  in  till*  form  of  a  little  bubble  as  soon  as  there 
Ih  any  movcunoiit  within.  The  urine  escapes  inter- 
mitliMitly  by  thrius  four,  or  live  drops,  one  after  the  other, 
tolliiwtMl  by  a  pauNO  of  from  a  few  minutes  to  a  half- 
minuttt  or  u\n\v,  *V\w  avoni^c  amount  of  the  flow  should 
bit  a  half  eubio  (*ontinu*tro  (ii  drachm)  per  minute.  It  is 
oftnu  leMMthaii  this,  but  rarely  more,  unless  there  is  some 
dirtoam^  1  have,  in  a  number  of  instances^  seen  the 
urino  tmeapo  from  the  catheter  in  a  steady  stream,  but 
they  were  all  cases  of  hydro-ureter. 

For  a  prolonged  drainage  of  the  ureter,  or  in  order  to 
drain  both  ureters,  permitting  no  urine  whatever  to  enter 
the  bladder,  it  is  necessary  to  introduce  two  short 
ureteral  catheters,  with  fine  rubber  tubing  on  the  ends, 
in  the  following  manner:  The  catheters  are  about  6  cm. 
long  (2J  in.)  and  2  mm.  (^  in.)  in  diameter,  slightly 
curved,  and  with  holes  in  the  end,  like  the  ureteral 
catheter  just  described.  The  outer  end  of  the  catheter 
is  a  little  enlarged,  and  over  it  is  passed  a  piece  of  fine 
rubber  tubing  about  15  cm.  (6  in.)  long.  A  stylet  with 
a  strongly  bent  handle  is  coated  with  vaseline  and  intro- 
duced into  the  catheter  through  the   tube.     This   gives 
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the  requisite  stiffness  and  length  for  the  introduction  of 
the  catheter  into  the  ureter  after  the  manner  previously 
described.  The  catheter  is  pushed  well  on,  until  ita  outer 
end  lies  within  the  bladder  I  or  2  cm.  (|  to  1  in.)  from 
the  ureteral  orifice.  The  stylet  is  now  withdrawn,  and 
after  it  the  speculum,  very  slowly,  taking  care  not  to 
drag  the  rubber  tubing  with  it.  The  speculum  is  again 
dipped  in  sterilised  vaseline,  and  re-entered  into  the 
bladder,  beside  the  robber  tube.  The  opposite  ureter  is 
now  exposed  and  catheterised  in  like  manner  and  the 
specultira   again  withdrawn.      The  rubber  tubes  now  lie 

Fig,  53. 


CatUrtenfeing  the  ureter.  The  cue  illasti^ted  was  one  of  bjdn>-urcter  iu 
which  there  w%b  a  atrtcture  of  the  left  tireter,  Tlip  ureteral  catheter  passed 
the  atricture  and  100  c,c.  of  urine  were  drawn  off  in  leta  time  than  3  e.e, 
would  be  coUected  under  nomuil  conditionit,     (Kelly.) 

in  the  vulvar  cleft  emerging  from  the  urethra,  conveying 
the  urine  from  right  and  left  kidney  into  separate  vessels. 
Care  must  be  taken  to  mark  the  tubes,  distinguishing 
right  from  left  (Fig,  53). 

I  have  also  been  able  to  catheterise  both  ureters  in 
this  way  without  withdrawing  the  speculum,  by  catheter- 
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ising  one  first  and  pushing  several  centimetres  of  its 
rubber  tube  into  the  bladder  so  that  it  would  not  be 
pulled  npon^  while  turning  the  speculum  to  the  opposite 
side  to  catheterise  the  other  ureter. 

I  have  had  flexible  bougies  made  2^-  mm.  (jV  ^^0  ^^ 
diameter  and  4fO  mm.  (1^  in.)  in  length  with  well- 
rounded  ends.  These  are  kept  cool^  so  as  to  be  stiff  when 
wanted  for  use.  If  too  flexible  they  cannot  be  intro- 
duced into  the  ureter.  The  bougie  is  inserted  into  the 
ureter  by  passing  it  along  the  tube^  which  is  elevated 
until  the  end  of  the  bougie  lies  in  the  ureteral  orifice. 
The  bougie  is  then  slowly  pushed  on  two  or  three  cm.  (1 
to  1^  in.)  at  a  time^  grasping  it  close  to  the  speculum. 
There  is  no  difficulty  in  this  manner  in  carrying  it  all  the 
way  up  to  the  kidney .'* 


CHAPTER   V. 

MKTHODB  OF  OBTAIKIKG   RECORDS  OF  THE  APPEARAKCXS  OF 
VESICAL   DISEASE. 


Bkeiche^ — Clay  or  Wait  Modelling  of  the  Living  Bladder — 
Photography, 

The  changes  in  the  aspect  of  the  mucous  membrane  of 
the  bladder  produced  by  relaxation,  congestion,  or 
infiltration  are  so  varied  and  often  so  remarkable,  that  it 
is  only  by  systematically  accumulating  a  record  of  these 
appearances  that  a  sure  basis  for  establishing  a  sound 
diagnosis,  prognosis,  and  treatment  of  vesical  disease 
upon  visual  grounds  can  be  acquired. 

Drawings  in  pencil,  pen,  or  colour  are  most  valuable  if 
carefully  taken,  but  they  are  never  true  representations, 
nor  do  they  convey  to  others  an  e^act  idea  of  the  disease 
they  attempt  to  depict.  The  reasons  for  this  are  obvious* 
ITie  cystoscopic  field  from  which  the  artist  draws  is  small, 
and  the  area  to  be  portrayed  is  often  large ;  hence  a 
number  of  drawings  is  generally  necessary  to  represent 
the  disease  in  its  entirety.  Again,  the  cystoscopic  field 
changes  with  the  slightest  movement  of  the  patieut  or 
the  operator.  Even  a  cough,  a  deep  inspiration,  or  a 
slight  involantary  vesical  contraction,  or  the  rolling  of  a 
faBcaUladen  coil  of  gut  behind  the  bladder,  is  sufiBcient 
to  puzzle  a  non-professional  artist,  by  suddenly  displacing 
or  distorting  some  salient  feature  which  he  may  have 
taken  as  a  "  fixed  point."  Moreover,  if  bleeding  should 
occur  before  the  painting  or  drawing  is  completed^  the 
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trarssparent  medium  hns  to  be  renewedj  and  it  is  often 
difficult  to  re-disteutl  tlie  bladder  so  exuctly  as  before  as 
to  obtain  the  same  view  of  the  object.  Lastly^  it  is  most 
difficult  to  imitate  in  colour  the  various  and  varying  hues 
of  a  cystoscopic  picture.  The  merest  glance  at  any 
coloured  representation  of  any  vesical  disense  will  serve 
lo  accentuate  the  troth  of  this  remark.  How  then  can 
we  obtain  and  refctiiu  a  record  of  our  visual  experiences 
of  the  protean  aspects  of  vesical  disease  ? 

At  first  I  found  myself  much  hampered  by  not  being 
able  to  graphically  record  the  many  new  and  interesting 
clinical  facts  which  the  electric  cystoscope  was  constantly 
revealing  to  me.  After  many  expedients  I  fell  back 
upon  a  substitute  which  I  employed  for  some  time,  and 
with  considerable  advantage.  I  refer  to  modelliog  in 
some  plastic  material  the  interior  of  the  living  bladder  as 
It  appears  illuminated  by  electric  light.*  The  plan  I 
adopted  of  making  clay  or  wax  models  of  the  diseased 
living  bladder  is  similar  to  that  wbich  I  recommended  at 
the  surgical  congress f  iu  Berlin  in  1888,  for  recording 
the  changes  of  shape  in  the  living  prostate.J  It  is  easily 
carried  out,  and  only  needs  a  small  bowl  or  its  shape- 
equivalent,  a  little  oil,  a  penknife,  and  a  handful  of 
sculp tor^s  clay,  or  the  new  modelling  material,  Harbntt^s 
Plasticine.§ 

As  an  example  :  suppose  I  wislied  to  retain  a  record  of 
an  epithelioma  of  tlie  bladder  in  an  early  stage.  The 
clay  was  dropped  into  the  bowl,  and  flattened  out  into  a 
thick  layer.  A  concave  surface  was  thus  formed,  which 
roughly  represented  the  interior  of  the  bladder.  A  little 
oil  previously  smeared  over  the  inside  of  the  bowl 
permitted  the  model  to  be  subsequently  turned  out  after 

*  Author, '  Clay  and  Wjix  ModeUirip  nf  the  Living  Urinary  Rluddpr  under 
Electric  Light."  *  Brit.  Med,  Jouni.;  J  tin.  5th.  ISftR 

t  "  Ueber  Thonttbdriicke  der  Proatattt  am  Lebeiideii>*'  Laiigenbeck't 
'  Archiv/  Bd.  xxxxl.  Heft  2, 

I  '  IJrit.  Med.  Jouru./  May,  1887. 

§  Hnrbutt^s  Plasticine  inny  be  obtHiued  from  any  of  the  large  edacHtlonal 
anpply  houaet. 


PLATE  I. 


Clat  and  Wax  Modil  or  a  Bladder  as  beks  bt  Electric  Lioht. 


A 


Loii|^*le»a?od  villous  papilloma  oTorhaitging  left  uivteric  orifii^. 
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drying-  The  patient's  bladder  wns  now  carefully  exa- 
mined in  all  parts  by  electric  light,  and  the  diseased 
section  localised.  Each  part  of  the  tmnonr  was  next 
observed,  its  size  and  the  character  of  its  surface  appre* 
ciated.  The  light  was  switched  off,  and  the  handle  of 
the  cystoscope  given  to  the  patient  or  the  assistant  to 
holdj  or  it  was  laid  on  a  scrotal  cushion.  A  fresh  piece 
of  clay,  the  size  of  the  tomour,  was  taken  and  roughly 
modelled  to  the  shape  of  the  growth.  The  light  was 
again  turned  on,  and  the  tumour  re-examined.  With  a 
little  trimming  by  means  of  the  knife  and  fingers,  the 
clay  shape  was  made  to  assume  the  form  of  the  growth.  It 
was  finally  stuck  on  to  the  concave  clay  in  the  bowl,  its 
position  being  easily  marked  by  pricking  two  slits  to 
represent  the  orifices  of  the  ureters. 

Photo-print  1  (Plate  I)  is  from  a  clay  and  wax  model 
which  was  takeu  of  the  bladder  of  a  patient  suffering  from 
villous  papilloma  of  the  bladder,  a  growth  which  is  most 
difficult  to  represent  in  clay,  although  the  villous  processes 
can  easily  be  modelled  in  appropriately  coloured  wax.  The 
patient  was  brought  to  me  by  Dr*  Harle,  of  Hackney,  in 
1888,  with  painless  hjematurin  and  a  diagnosis  of  prob- 
able vesical  growth.  A  very  beautiful  *^  primrose-leaf  " 
villous-surfaced  tumour  was  seen  attached  to  the  upper 
lip  of  the  left  ureteral  orifice,  its  long  individual  leaves 
swaying  apart  at  each  jet  of  urine  propelled  from  the 
subjacent  opening.  Some  of  the  leaves  were  whitish 
from  loss  of  blood-snpply*  Its  pedicle  appeared  to  be 
succulent  and  epitheliomatous.  The  patient  was  leaving 
for  Australia  two  days  later,  but  he  was  able  to  take 
with  him  a  photograph  which  I  trusted  would  afford  the 
surgeon  he  next  applied  to  a  sufficient  representation  of 
the  disease  he  was  suffering  from. 

These  sentences  were  written  in  1888  for  the  second 
edition  of  this  work.  The  patient  to  whom  they  referred 
was  lost  sight  of.  Eight  years  later,  in  1896,  he  returned 
to  London >  and  came  under  the  care  of  Mr.  Dudley 
Wright,    to    whom    he     showed    the    photograph.     Mr. 
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Wright  performed  9upra*pubic  cystotomy,  and  removed 
the  growth  I  had  detected  and  depicted,  and  in  addition 
a  smaller  one  from  the  opposite  ureteral  area  and  several 
other  still  smaller  splashes  of  growth  from  various  parts 
of  the  bladder,* 

The  second  photo-print  (Plate  II)  represents  a  stunted 
villous  papilloma  over  the  left  ureteral  orifice*  It  was 
taken  for  Dr.  Frank  Oldfield,  from  a  patient  of  his, 

Mrs.  B — ,  at.  43.  Tbis  ladj  bad  been  under  ti-eatment  bj 
a  homoeopath  for  two  yeai*s  without  any  examination  being 
made.  Florid  blood  had  been  passed  at  the  end  of  clear  mic- 
turition. Much  pain  had  been  Buffered;  a  foetid  urethral  dis- 
eharge  was  sometimes  observed;  iiaually  the  urine  was  coffee- 
coloured.  Cystoscopj :— *'  Bladder  wonderfully  healthy,  except  at 
the  opening  of  the  left  ureter ;  at  this  spot  there  is  a  monkey-nut 
sized  growth  of  a  pinkiBb  gelatinous  aspect.  It  slightly  overlaps 
the  orifice.  This  tumour  is  evidently  of  soft  consistence,  for  its 
abutting  and  partly  overhanging  surface  has  become  quite  concave, 
hollowed  out  douhtless  by  the  constant  action  of  the  outflowing 
stream  of  urine  from  the  ureter*  I  watched  several  emergent  jets 
strike  and  chui-n  within  this  little  alcove^  and  sweep  on  to  toss  and 
buffet  the  fragile  villi  with  which  the  growth  was  sparsely  covered* 
Ulceration  has  also  been  at  work  and  left  its  mark,  for  deposits  of 
phosphatic  grit  are  plainly  visible  in  the  cracks  and  dimples  on  the 
surface." 

Opei*ation  being  permitted,  I  dilated  the  urethra,  and  found  the 
growth  to  be  polypoid  and  pedicled,  and  in  the  above-mentioned 
position.  Having  snared  it,  I  cut  through  the  stalk.  The  growth 
recurred  several  times — each  time  it  was  treated  in  the  same  way. 
The  interval  of  health  varied  in  duration  ;  once,  two  years  of  rest 
and  com  fort  were  obtained  by  the  procedure. 

The  mere  attention  which  the  inanipulation  involves 
calls  forth  the  observation  and  the  recognition  of  those 
minute  differences  upon  which  'prognosis  and  treatment  must 
depend  J  for  it  cannot  be  too  strongly  insisted  upon  that 
the  electric  cystoscope  ought  not  only  to  be  an  efficient 
aid  to  diagnosis,  but  ought  also  to  assume  the  higher 
position  of  a  prognostic  agent  which  may  deter  the 
snrgeon  from  needless  interference,  or  may  indicate    to 

•  Vesical  pupillotnata  often  multiply  (by  seedlings)  em  time  goes  on* 
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him  the  form  of  operation  best  suited  for  the  removal  of 

the  growth  in  question* 

I  do  not  attach  any  importance  to  this  method  of 
keeping  records  since  photography  of  the  living  bladder 
has  been  rendered  practicable  and  practicaL  It  is 
tedionSj  crude,  and  at  best  inaecorate,  I  recommend  it, 
however,  verj  strongly  to  earnest  beginners  in  this  field  as 
a  valuable  means  of  training  the  eye  and  fingers,  especially 
the  former. 

The  ne  phis  ultra  of  cystoscopic  delineation  is  instan- 
taneous photography  virith  an  instrnment  like  the  kodak, 
which  takes  by  means  of  a  shutter,  a  series  of  **  snap 
shots  '^  of  the  interior  of  the  viscus  by  merely  turning 
the  cystoscope  in  various  directions.  It  would  seem  easy 
enough,  if  the  electric  light  can  be  introduced  into  a 
hollow  viscos,  to  photograph  the  contents  of  that  cavity, 
but  certain  mechanical  obstacles  in  the  living  bladder 
cause  this  method  to  be  somewhat  uncertain*  Many  of 
the  growths  are  actinic  in  colour,  and  the  inflamed 
mucous  membrane  does  not  give  a  sufficient  contrast  to 
act  as  a  good  background.  Not  only  do  the  individual 
fringes  or  surface  components  of  the  growth  sway  freely 
about  in  the  tiny  currents  produced  by  the  heat  of  the 
lamp  or  the  respiratory  movements  of  the  patient,  but 
every  few  seconds  a  rush  of  urine  from  the  ureter  chums 
up  the  floating  particles  which  settle  towards  the  base, 
and  sweeps  the  drhris  right  across  the  field  of  the  prism. 

Mr,  Pearson-Cooper  (of  the  London  Camera  Club)  and 
I  ♦  were  able,  after  much  expenditure  of  time  and 
trouble,   to  obtain  good  negatives   of   artificial    growths 


*  Compare  also  Getm  voii  Antftl,  '  iDtematiooales  Centnilbtitt  ftir  die 
Physiologie  der  Ham  and  Sexual  Organc,*  Bd.  ».  Heft  1,  p,  18,  Prof. 
Anlal't  photograph  of  the  liviog  bladder  h  a  failure,  both  a§  regards  tize 
and  detail.  Although  obtained  with  almott  every  advantage— a  woman '« 
bladder,  a  good  light,  a  leni  syitetn  of  Terre«ti«r'»»  a  black  hair-pin  standing 
out  in  bold  relief  against  the  mucous  membrane,  his  pictnre  onlj  shows  oa^ 
dark  indistinct  shadow  obliquely  crossing  sn  area  the  sice  of  a  pearl  shirt- 
button* 
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botli  in  the  duiiuny  and, the  dead  bladder,  but  we  failed 
in  the  living  bladder.  Others  applied  themselves  to  the 
solution  of  the  problem  and  with  success. 

In  1879  Nitze  suggested  the  practicability  of  photo- 
graphic reproduction  of  cystoscopic  pictures,  and  indi- 
cated in  1889  in  his  text-book  of  cystoscopy  the  method 
which  he  considered  would  yield  the  best  results  ;  but  the 
lines  he  indicated  proved  impracticable.  It  was  not  till 
after  the  labours  of  Actin  and  Jaccoud  had  advanced 
the  subject  that  Nitze  resolutely  took  the  subject  in  hand 
and  completed  a  practical  photucystoscope.  This  cysto- 
scopic camera  he  applied  to  the  large  clinical  field  he 
enjoys  in  Berlin,  and  has  embodied  his  result  in  a  very 
elaborate  and  beautiful  atlas  of  cystophotography^  a  work 
upon  which  inconceivable  time  and  labour  has  been 
lavished, 

Nitze  named  the  new  instrument  a  photographic  cysto- 
scope,  the  construction  of  which  is  shown  in  the  following 
figures  (Fig.  ^y-^),* 

A  camera  of  the  shape  of  a  flat  round  box  is  fixed 
to  the  external  end  of  a  cystoscope  of  somewhat  larger 
diameter  and  supplied  with  a  stronger  lamp  and  better 
lenses  than  usual,  but  otherwise  of  ordinary  construction. 
The  right-hand  figure  represents  the  exterior,  and  the 
two  upper  cuts  on  the  left  side  exhibit  the  internal  con- 
struction of  the  instrument.  It  will  bo  observed  that 
the  cystoscope  is  fixed  at  the  edge  and  not  in  the  centre 
of  the  camera.  To  the  tioor  of  the  camera,  which  is  pro- 
vided with  an  opening  corresponding  to  the  eye-piece  of 
the  optical  apparatus^  a  rotating  disc  is  attached  which 
is  perforated  by  a  number  oi  circular  openings  of  exactly 
the  same  size  as  the  eye-piece,  so  that  on  rotating  the 
disc  the  openings  pass  in  succession  over  the  eye-piece. 
A  glass  plate  is  put  on  the  rotating  disc  with  the  sensi- 
tive layer  downwards,  which  by  the  peculiar  construction 

•  Thi«    description    U    taken    from    Xitze'a    at  la  a    tran^liitt?d    by    Di\ 
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of  the  optical  apparatus  receiv^es  the  real  image.  If  now 
the  camera  is  closed  and  rotated  on  its  axis  the  disc  and 
the  sensitive  plate  follow  the  rotation ;  the  arrest  of  a 
spring  marks  the  moment  when  an  opening  passes  oyer 
the  optical  apparatus  and  a  new  image  is  received  on  the 
sensitive  plate.  The  number  of  negatives  obtained  is  con- 
sequently the  same  as  that  of  the  openings  in  the  disc 
(ten  in  the  present  instruraent). 

An  ocular  piece  made  up  of  two  prisms  and  a  lens  in 
combination  is  fixed  laterally  to  the  tube  of  the  cystoscope, 
its  object  being  to  allow  the  exact  focussing  of  the  part 
of  the  bladder  to  be  photographed  ;  when  looking  through 
it  the  observer  sees  the  interior  of  the  bladder  just  as 
well  as  through  an  ordinary  cystoscope  and  is  enabled  to 
focus  the  object  correctly  ;  during  that  time  no  rays  from 
the  object  fall  on  the  sensitive  plate*  A  simple  move- 
ment now  exposes  the  plate,  and  the  small  real  image  is 
impressed  on  the  exposed  plate.  The  camera  is  now 
rotated  until  the  next  opening  is  opposite  the  tube,  and 
it  is  then  again  ascertained  whether  the  object  is  in 
proper  focus.  Thus  it  is  possible  to  obtain  a  series  of 
exposures,  either  of  one  or  more  objects,  on  the  same 
plate.  The  dimensions  of  the  real  image  in  the  cystoscope 
are  3  mm, ;  those  of  the  nn enlarged  photographs  are  of 
course  the  same. 

The  manipulation  of  the  instrument  is  a  comparatively 
simple  matter ;  the  sensitive  plate  is  brought  into 
position,  the  lid  screwed  on,  the  ocular  piece  adjusted, 
and  the  instrument  is  passed  into  the  bladder  like  an 
ordinary  cystoscope.  Any  part  of  the  wall  of  the  bladder 
may  be  easily  brought  in  focus.  A^Tien  the  selected  spot 
is  found  the  instrument  is  fixed,  the  current  interrupted, 
the  ocular  piece  drawn  back,  and  the  lamp  allowed  to 
burn  as  brightly  as  possible  for  three  to  ten  seconds.  The 
current  is  then  again  cut  off  and  the  cover  of  the  camera 
rotated  to  the  right  until  the  arrest  of  the  spring  marks 
the  exposure  of  another  part  of  the  plate  ;  if  several 
exposures  of  the  focussed  part  are  required,  the  lamp  is 
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A. 


Cy«t-o-photograph  of  ft  flat,  aval,  uric  acid  stone. 


Cyato^pliotogriipli  of  a  wiiJriiit*8izcd  tuiiiottr. 


dilmrd  er  5«if.  im^,'^ 


ELECTEIC-LIOHT   CYSTOSCOPY,  03 

Again  made  as  strongly  incandescent  as  possible  for  a 
short  time  ;  otherwise  if  it  is  required  to  photograpli 
another  part,  after  cutting  off  the  current  and  readjust- 
roent  of  the  ocular  the  next  selected  part  is  brought  into 
focus  and  photographed  as  before*  In  this .  way  ten 
negatives  may  be  obtained  either  of  one  or  of  different 
parts  of  the  bladder ;  the  time  of  exposure  may  also  be 
varied  at  pleasure.  As  it  is  well  known  that  even  in 
ordinary  photographic  work  a  cert^n  percentage  of  the 
negatives  obtained  are  indifferent  or  useless^  it  is  not 
surprising  that  under  the  increased  difficulties  attending 
cystoBCopic  photography  only  a  part  of  the  negatives  give 
satisfaction.  It  is,  therefore,  the  more  important  to  be 
enabled  to  take  a  number  of  negatives  of  the  same  object 
in  a  short  time,  as  the  probabilities  are  thus  increased  of 
being  able  to  select  some  free  from  defects. 

I  cordially  agree  with  Nitze  in  thinking  that  the 
photographs  satisfy  all  reasonable  requirements ;  they 
represent  most  distinctly  the  delicate  vessels,  tiny  miliary 
tubercles,  stones,  tumours,  etc,  and  also  the  details  of 
the  healthy  bladder^  the  mouth  of  the  ureter,  the  air 
bubble  entered  with  the  catheter;  calculi  within  the 
bladder  appear  as  solid  as  if  photographed  when  lying  on 
a  table.  Good  exposures  at  the  same  time  reproduce  the 
peculiar  sheen  and  brightness  which  is  characteristic  of 
cystoscopic  pictures.  It  may  be  fairly  said  that  with  the 
means  now  at  disposal  more  cannot  be  attained  ;  further 
progress  in  cystnpbotography  can  only  be  anticipated 
when  the  problem  of  photographic  reproduction  of  colours 
has  been  solved  and  the  results  applied  to  this  special 
ease. 

The  illustrations*  which  I  am  permitted  by  the 
courtesy  of  Dr.  Kitze  to  introduce  are — 

Plate  III,  A,  gives  a  good  idea  of  the  granular  surface 
of  a  flatish  oval  uric  acid  stone  lying  on  the  base  of  the 
bladder. 

•  They  "how  best  when  held  in  &  strong  light  «  couple  of  feet  off  the 
obtenrer,  the  eye  loolcing  through  &  peper  funoet  or  the  hand. 
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Plate  III,  B,  gives  a  view  of  a  tomour  from  the  bladder 
of  a  patient  of  seventy  years.  The  tumour  is  of  the  size 
of  a  walnut ;  its  surface  is  covered  with  villi. 

Plate  IVj  c,  shows  a  coDgeuital  diverticulum  of  the 
bladder, —  the  mucous  membraue  is  seen  passing  into  the 
diverticulum  J  forming  a  well-defined  edge.  Contrary,  says 
Nitze,  to  what  is  seen  in  the  case  of  acquired  diverticula, 
the  walls  of  the  bladder  do  not  show  any  trabecular 
structure, 

Plate  IV,  D,  hairpin  from  the  bladder  of  a  girl  aged 
twenty.  The  hairpin  appears  much  contorted  owiug  to 
its  oblique  position  relative  to  the  prism  ;  the  two  forks, 
which  in  reality  were  almost  parallel,  seem  to  diverge  ; 
the  fork  nearer  to  the  prism  appears  much  shorter;  the 
shadow  thrown  by  the  other  fork  is  very  clearly  seen. 
Between  the  two  forks  the  ridge  of  the  ureter  with  its 
somewhat  prominent  and  pointed  mouth  may  be  noticed* 


PLATE    IV. 
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CystO'photo^mph  of  a  con;ar<?nital  diverticiUimi  of  the  bladd^^r. 


D. 


Cysto-photojy^ph  of  a  hair-pin  in  n  j^irl's  Kl'vd«Jer. 


AMMri  &  S^,  imp. 
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CHAPTER  VI. 


CLINICAL    SECTION. 


The  Normal  Bladder  as  seen  hy  the  Electric 
Cystoscope. 

Before  entering  upon  the  description  of  the  appearances 
of  the  pathological  conditions  of  the  urinary  bladder,  it 
will  be  as  well  to  give  a  short  sketch  of  the  aspect  of  the 
mucous  membrane  of  the  healthy  viscus  of  the  male.^  It 
will  be  found  that  the  slight  differences  which  do  exist  in 
the  arrangement  of  the  vessel-branches  and  muscle-bundles 
in  the  normal  bladder  are  immaterial  and  that  any 
healthy  adult  will  afford  a  good  example  of  a  normal 
bladder.  The  female  bladder  is,  of  course,  the  easier 
and  safer  viscus  to  examine. 

The  mucous  membrane  of  the  healthy  living  distendkd 
bladder  appears,  under  the  electric  light,  of  a  reddish- 
yellow  or  light  straw  colour.  Its  surface,  although 
covered  with  water,  is  bright  and  glistening.  Coursing 
here  and  there  are  a  few  sparsely  scattered  arborescent 
vessels,  which  issue  at  unfixed  points,  and  run  their  course, 
dividing  and  subdividing  apparently  without  anastomosis 
with  other  trunklets.  These  vessels  are  of  varied  tints. 
Some  are  thicker,  and  are  evidently  venous  branchlets ; 
others  possess  a  more  arterial  hue.  The  retinal  appearance 
of  the  healthy  mucous  membrane  will  be  at  once  remarked. 
The  questions  have  often  arisen  in  my  mind  why  large  areas 
should  appear  to  be  so  apparently  destitute  of  vessels  ?  and 
what  has  called  the  isolated  systems  that  are  seen  into  a 
visual  existence  ? 

*  For  a  special  description  of  the  female  bladder  see  p.  78. 
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On  elevating  the  handle  of  the  cystoscope  slightly  and 
rotating  the  ocular  end  a  qnarter  revolution^  first  to  one 
side  and  then  to  the  other^  we  bring  the  entire  posterior 
wall  into  view,  and  perceive  projecting,  in  ill-defined 
longitudinal  and  transverse  bundles^  the  fasciculi  of  the 
vesical  muscles  (Plate  V^  c).  Here  and  there  the 
bundles  interlace,  and  form  an  intricate  trellis- work-like 
mesh  of  greater  or  lesser  delicacy.  Between  the  lattice- 
bands  are  slight  depressions,  pits,  or  dimples — the  pre- 
cursors of  the  hernias  of  disease  (Plate  V,  i>).  The 
cystoscope  disposes  of  the  belief  that  this  trabeculated 
condition  is  only  observable  in  the  pathological  bladder. 
The  elements  are  nearly  always  present^  and  need  but  the 
exaggeration  of  increased  functional  activity  to  produce 
the  cohimnifonn  bladder  with  its  accompanying  diverticula. 
One  feature  which  will  prove  of  interest  to  the  tyro  is  the 
movement  of  the  expanse  of  the  posterior  wall  in  thin 
people.  A  wave  crosses  like  the  motion  of  a  snake 
beneath  a  blanket ;  this  is  merely  the  peristalsis  of  a  heavy- 
laden  coil  of  gut  in  the  recto-vesical  ponch. 

If  the  bladder  has  been  washed  out  for  the  inspection j 
a  small,  glistening,  glass-like  globe,  reflecting  the  incan- 
descent lamp  upon  its  convex  surface,  will  probably 
be  seen  attached  to  the  mucous  membrane.  It  oscillates 
at  every  pulsation  of  the  adjoining  iliacs,  at  every  move- 
ment of  the  instrument,  or  at  every  Jerk  given  to  the 
patient's  pelvis.  It  is  an  air-bubble  introduced  with  the 
catheter  or  injection,  puzzling  the  uninitiated  as  to  its 
cause  and  cliHracter,  but  bearing  with  it  a  fruitful  lesson 
for  care  in  the  prophylaxis  of  urinary  or  so-called  catheter 
fever. 

By  depressing  the  handle  of  the  cystoscope,  and 
rotating  it  completely  on  its  long  axisj  the  window  and 
the  lamp  can  be  made  to  overlook  and  lighten  np  the 
base  (Fig.  45)*  In  a  healthy  bladder  the  trigone  is 
smooth  and  of  a  dull  red,  and  is  very  sharply  marked  off 

•  TUe  knob  on  the  rim  of  the  ocular  end  ie  the  guide  to  the  poBition  wuti 
tlie  auiouut  of  rotation* 
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by  its  colour  from  the  yellow  sand-like  shore  of  the  adjoiD- 
ing  postero- superior  and  lateral  walls.  The  trigone  with 
its  well-defined  area,  its  slight  ele%*ation,  and  its  charac- 
teristic colourj  forms  the  great  landmark  of  the  cytoscopist. 
Its  base  Ime  is  ao  upraised  bar  which  can  be  fixed  upon 
at  once  and  followed  right  or  left  until  at  either  extremity 
the  ureteric  orifice  come.s  into  view.  If  the  bladder  is 
healthy  &nd  full  of  clear  urine  or  medium,  there  will  be  no 
difficulty  in  discovering  their  tiny  slit-like  openings.  Some- 
times the  lips  are  rather  thick  and  poutiug*-a  condi- 
tion which,  if  not  exaggerated;  is  compatible  with  perfect 
health.  In  a  half-distended  bladder  the  ureteric  orifice 
is  seen  upon  the  top  of  a  little  mound  oi*  cone,  the  tnoriff 
ureteris  (Plate  V,  a).  If  one  of  these  orifices  be  watched 
carefully  the  curious  phenomenon  of  efflux  will  be  seen.* 
The  orifice  and  the  area  immediately  around  it  gathers 
itself  up,  swells,  and  becomes  a  little  pointed.  The  little 
slit  then  suddenly  gapes  and  a  tiuy  swirl  of  fluid  h 
emitted.  Sometimes  the  observer  will  notice  all  these  move- 
ments without  any  efflux  of  fluid.  These  "  dry  ^^  spasms 
may  have  a  clinical  significance,  but  I  have  not  as  yet  ascer- 
tained it.  Should  blood  be  present  in  the  ureter  the  effect 
is  heightened,  and  the  appearance  of  the  jet  of  bloody 
nrine  issuing  from  the  month  of  the  canal  reminds  one 
of  a  miniature  cuttle-fish  squirting  out  its  inky  fluid  into 
the  surrounding  water  t  (vide  Plate  V,  b). 

The  appearance  of  an  efflux  of  pus  varies  in  accord- 
ance with  its  consistency.      Semi-solid  pus  forms  a  most 

*  Ur«fter»l  contraction  pfis»e«  from  iibo%*e  doMiiirards  (frotn  the  retial  pelvis 

to  the  bladder)  i^t  the  mte  of  20 — 30  mm.  a  second,  the  mdjotnuig  bladder 

wjiU  pnrticipotiti^  in  the  WRve.     The  evactiatlon  takes  place   every  three 

qnarters  of  a  minate  (Haider).      Dr.  A.  J.  2^m»kiu  (*  Ejedelnaia  kliitichet- 

kaia  Gazeta/  No.  1.  lB87t  p*  13)  has  worked  at  the  subject  of  ureteral  efliax 

in  a   Finuiih  woman,  aged  forty*t«ro,  who  bnd  au  extensive   recta>re»ico- 

K  va^nal  flstubi.     Both  orifice*  were  exposed.     Nine  oba ervations  were  made* 

H  «ach  lasting  an  hour.    It  «■«  found  that  the  contractions  of  the  orifices  were 

H  rarelj  synchronous,  and  tltac  they  did  not  contract  equnlly  aa  regards  number, 

H  t  Author,  "The   V'ulue  of   Inspecting   the   Oriftcea  of    the   Ureters   by 

H  Electric  Light,'' '  Brit.  Med.  J^um./  June  liSth.  18SS. 
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remarkable  object.  It  issues  like  a  pipe  of  macaroni 
paste  being  forced  through  its  mould. 

The  orifices  are  some  times  in  disco  verablOj  aod  no  amomit 
of  skilful  rotation  or  manipulation  of  the  iostrument  will 
bring  them  into  view  (compare  Chapter  on  Ureter). 

Li»t  the  operator  remove  his  cystoscope  and  inject  a 
little  tuore  water.  This  manoeuvre  not  infrequently 
produces  the  desired  effect^  for  in  an  insnfficiently  dilated 
bladder  the  mucona  membrane  forms  folds  which  overlap 
luid  conceal  the  orifices  most  effectually.  Sometimes  the 
ureter  is  displaced  by  disease  ;*  only  rarely  is  it  absent,  t 

The  urethral  orifice  can  be  thoroughly  searched  by 
withdrawing  the  cystoscope  until  the  wiudow  is  at  the 
opening  of  the  bladder.  If  the  bladder  is  full,  it  is  seen 
as  a  crescentic  fold,  dull- red  in  colour  from  tlie  trans- 
mission of  the  rays  of  light  through  its  vascular  substance. 
It  is  not  usually  a  sharp-edged  fold,  being  more  generally 
rounded.  By  rotating  the  instrument  every  part  of  the 
circle  can  be  examined.  In  the  half-distended  bladder, 
especially  if  the  neck  be  inflamed,  tho  orifice  is  marked 
by  folds  which  are  often  puzzling  until  the  cystoscopist 
t'xamines  them  in  full  face.  Their  character  is  then 
apparent  (Plate  TI,  a}» 

But  supposing  the  cystoscope  is  used  in  a  bladder  with 
hardly  any  water  in  it,  the  entire  shape  and  aspect  is 
changed.  The  superior  or  intestinal  wall  is  then  seen  to  be 
sloping  like  the  roof  of  a  house.  It  is  covered  by  very  dull 
reddish-bro%vn,  wrinkled  mucous  membrane  ;  the  fine  strige 
of  the  longitudinally  placed  creases  causing  the  appear- 
ance of  shot  silk  to  be  assumed.  The  trigone  is  puifed 
and  lumpy,  and  the  ureters^  as  mentioned  before,  are  deep 
in  the  corners  of  this  triangular-shaped  cavity, 

•  Aatbor,  "  Case  of  Tuberculous  ExfoJinting  Cystitii,"  '  Pitb.  TraoB./  vol 
xxxvii,  p-  310. 

t  Author,  "Atresia  (Congeuital  ?)  of  the  Vesical  Orifite  of  the  Left 
Ureter,"  ibid.,  p.  300. 
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Fia.  I. 


The  prtsm  is  drftim  within  the  iirwthral  orifice,  and  the  reddened 
plicated  edge  of  that  opening  is  aeen  on  the  yellow  back- 
grmuid  of  the  posterior  wall. 


Fio.  3. 


» distonded  tniioaafl  oryptt  on  the  bladder 


CHAPTEB    VII. 

THE    VISUAL    FALLACIES    OF    ELECTRIC    CYSTOSCOPY. 

Unremitting  practice  with  the  electric  cystoscope  is  a 
paramonnt  necessity  if  real  accuracy  in  the  visual  dia- 
gnosis^  prognosis,  and  treatment  of  obscure  urinary 
disease  is  aimed  at.  The  appearances  which  the  mucous 
membrane  is  wont  to  assume  under  the  varying  conditions 
of  relaxation,  congestion,  extravasation,  and  inBltration 
are  often  perplexing,  and  to  the  casual  observer  very 
misleading.  Hence,  although  a  novice  may  readily 
recognise  a  typical  growth  or  a  stone  by  means  of  the 
cystoscope,  he  may  as  readily  blunder  over  such  obscure 
conditions  as  are  met  with  in  chronic  cystitis,  tuberculosis, 
encysted  stone,  or  disease  of  the  renal  pelvis  %nd  ureter, 
as  shown  in  the  ureteral  orifice. 

In  order  to  accentuate  this  statement,  I  wish  to  record 
three  cases  from  the  practice  of  three  surgeons  who  took 
special  interest  in  electric  cystoscopy,  and  who  had  u  fair 
amount  of  material  to  gain  experience  from.  The  first 
includes  an  opinion  of  the  late  Mr.  Berkeley  Hill. 

I  was  asked  by  a  colleague  to  examine  A.  M — ,  set.  32,  in 
November,  1890.  Six  months  before  I  saw  him  he  began  to  have 
pain  at  the  top  of  the  penis  when  he  made  water,  a  scalding  pain 
being  left  in  the  same  position  after  micturition.  This  gradually 
got  worse,  and  he  began  to  pass  "  mortar."  Then  he  had  pain  in 
his  left  side.  Three  months  after  the  onset,  a  few  drops  of  blood 
appeared  at  the  end  of  urination ;  there  was  no  straining.  When 
I  saw  him  first  he  was  passing  water  every  two  hours  in  the  day 
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and  bad  to  rise  thrice  in  the  night.  He  bad  moderate  pain  in  the 
glaufi  after  micttirltion.  and  occasionally  passed  blood*  Hesliowed 
me  large  pieces  of  necrotic  debris,  permeated  with  phosphate  of  lime 
saitSp  wiiich  he  had  passed.  Prostate  and  testes  normal ;  urine  acid. 
On  cjstoscopj  I  discovered  a  crateriforra  ulcer  with  an  upraised 
gelatinous  edge»  At  the  inner  and  upper  purt  was  an  adherent 
milk-vvhite,  phosphatic,  necrotic  tag.  The  base  of  the  ulcer  waa 
irregular,  but  showed  no  gi*anulations.  It  was  apparently  excavated 
mucous  meuibi-ane.  The  thin  inside  edge  of  the  ulcer  was  very 
sharp,  and  on  the  outer  side  was  a  smalt  blood-clot,  evidently  the 
site  and  plug  of  a  htemorrhage  a  few  days  hack. 

I  did  not  know  the  nature  of  the  uloeratton,  and  Siiid  so.  1 
entirely  disagreed  with  the  diagnosis  given  by  my  colleague,  that  it 
was  a  villous  growth. 

Naturally  dissatisfied,  the  patient  went  elsewhere.  I  traced  him 
to  the  Univeraity  College  Hospital^  where  Mr.  Berkeley  Hill 
diagnosed  a  villous  papilloma  by  means  of  the  cystoacope.  H& 
performed  supra'pubic  cystotomy,  and  demonstrated  the  papilloma. 
It  was  removed,  and  the  report  of  the  pathologist  waa  that  it  was  a 
typical  specimen  of  that  growth.  In  six  months  there  was  a  recur- 
rence, and  in  nine  months  a  second  supra-pubic  operation  was 
reiiuired.  On  this  occasion  a  growth  waa  found  infiltrating  the  wall 
of  tile  bladder  so  deeply  that  removal  was  impossible.  He  now 
leturned  to  his  medical  attendant,  Dr,  W.  R.  Cooper*  of  Korbiton, 
who,  on  hearing  of  my  interest  in  the  case  and  of  the  lamented 
decease  of  Mr.  Berkeley  Hill,  asked  me  to  see  him.  The  patient 
was  then  (January,  1892)  losing  flesh ;  the  supi*a-pubic  wound  was 
tucked  in  as  one  sees  a  nipple  drawn  in  in  scin  hus  of  the  breast.  Thia 
I  afterwards  proved  to  be  due  to  a  tough  epitheliuuiatoiis  deposit  in 
the  track  of  the  bladder  wound.  I  watched  him  for  eight  months, 
and  finally  obtiiined  the  autopsy  nearly  two  years  after  my  original, 
cystoscopy.  The  bladder  was  filled  with  hard  epithelioma,  and  the 
aupra-pubic  scar  had  been  invaded  as  well.  I  know  now  that  that 
case  waa  originally  a  hard  epitheliamatous  nicer. 

I  heard  in  181*2  that  a  patient,  a  medical  man  who  waa  Bnf- 
fering  from  hsjenuituria,  had  been  examined  with  the  cystoecope^ 
by  a  surgeon  of  large  experience  in  urinary  disease — a  surgeon 
whose  lectures  and  writings  on  the  cystoscope  showed  that  he  had 
aict]uJred  much  knowled^^e  of  the  innavation.  He  had  made  the^ 
diagnosis  of  villous  tuaijur,  and  had  considered  the  growth  so. 
typical  that  he  had  secured  the  services  of  a  good  artist  to  sketch  it 
in  colonrs.    The  sketch  waa  made  and  considered  exceUent.    On 
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%apra-piibic  cystotomy  the  surgeon  conld  not  lind  the  growth.  The 
bladder  was  the  seat  of  tuherealous  ulceration.  I  learnt  the  above 
from  the  medical  men  in  charge  of  the  caae,  and  from  the  artist, 
who  was  also  a  medical  man. 

A  patient  was  brought  to  me  with  profuse  BymptoiuleBS 
hsematuria.  He  bad  been  examined  by  a  surgeon  who  had  alflo 
pobliahed  largely  on  cystoscopy,  and  bad  miide  in  this  instance  a 
diagnosis  of  left  renal  ha?morrhage.  The  patient,  however*  demurred 
to  the  left-sided  nephrectomy  which  had  been  proposed,  and  came 
to  London  for  another  opinion.  I  found  the  hemorrhage  pouring 
from  the  right  kidney,  aud  removed  that  organ.  It  was  much 
atrophied  and  inflamed.     He  completely  recovered. 

Such  cases  are  three  out  of  many  that  have  come  niider 
my  immediate  notice.  Of  jny  own  mistakes  I  cannot  speak 
with  the  same  accuracy,  for  although  each  patient  has  been 
furnished  with  a  written  diagnosis  if  I  have  examined  with 
the  cjstoscope,  yet  I  find  it  difficult  to  trace  those  cases 
which  I  have  thought  were  doubtful,  I  ha%*e,  however, 
cut  into  bladders  three  times  in  the  earlier  part  of  my  cys- 
toscopic  education,  expecting  to  find  the  tumours  I  had 
so  confidently  demonstrated.  The  first  case  was  tuber- 
culous, and  the  other  two  were  merely  thickened  lappets 
of  mucous  membrane  the  result  of  chronic  inflammation. 

I  have  adduced  sufficient  evidence  to  show  how  impor- 
tant it  Ts  for  each  surgeon  to  accumulate  visual  experi- 
ence for  himself  by  constant  practice,  and  on  these  grounds 
I  have  thought  it  ad%nsable  to  allude  briefly  to  the 
various  pitfalls  which  meet  one  at  the  very  commence- 
ment of  the  study  of  cystoscopy.  These  visual  fallacies 
in  electric  cystoscopy  may  be  grouped  under  two  headings  ; 
L  Those  encountered  in  the  healthy  bladder*  2,  Those 
met  with  in  the  diseased  bladder, 

1.  The  Healthy  Bladder* 

(a)  The  Ureteric  Coue. — The  first  normal  pitfall  to  be 
avoided  is  a  protuberant  ureteric  orifice.  The  vesical 
opening  of  the  ureter  usually  appears  as  a  thin  line  or 
slit  in  fully  distended  healthy  bladders,  and  as  a  pouting 
thick-lipped    orifice   in    all   jtartially   distended    bladders. 
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Even  in  perfect  health  it  may  be  seen  under  the  latter 
condition  as  a  red,  gelatioous-looking  couej  more  or  lesB 
obtruncated  (Plate  V,  a).  It  is  then  very  like  n  small 
sessile  tumour ;  in  fact,  in  one  case  of  haamorrhagic 
cystitis,  I  had  some  difficulty  iu  dissuading  the  surgeon 
who  had  ^*  discovered ''  a  very  projecting  ureteric  cone 
and  had  diagnosed  it  as  a  villous  papilloma,  from  ablat- 
ing it.  The  similarity  is  much  increased  by  the  mag- 
nifying power  %vhicli  the  prism  possesses.  The  cause 
for  this  appearauce  is  most  probably  to  be  found  iu 
the  adherence  of  the  mucous  membrane  to  the  trigone^ 
and  the  laxity  of  the  same  in  other  parts  of  the  bladder. 
Wiien  the  bladder  is  only  partially  expanded  the  mucous 
membrane  becomes  rolled  or  heaped  up  at  the  fixed  points^ 
such  as  the  orifices  of  the  ureters  and  the  urethra.  To 
recognise  the  ureteric  coBe,  the  cjstoscopist  notes  that 
its  position  corresponds  to  the  postero-external  angle  of 
the  trigone;  that  the  summit  is  slightly  flattened  and 
occupied  by  a  small  orifice,  whence  tiny  jets  of  glycerine- 
like fluid  issue  at  varying  intervals;  and^  moreoverj  that 
the  apex  not  iofrequeiitly  protrudes  and  recedes  rhythmic- 
ally. Occasionally  these  appearances  may  be  accentuated 
in  patients  passing  uratic  urine  from  one  kidney,  or  in 
those  whose  renal  pelvis  is  irritated  by  some  phosphatic 
calculous  deposit. ''^ 

Cask  h— Mi\  R,  Mc^ — ,  mt.  22,  cod  suited  me  on  account  of  hia. 
passing  large  quantities  of  uratea,  with  couaiderable  diaturbance  of 
health.  He  suffered  umch  pain  in  the  back  and  burning  pain  in 
tlie  testicles,  and  stated  that  he  experienced  a  difficultj  in  finishing 
making  water.  Cystoscopically  the  niucona  membrane  of  the 
bladder  appeared  to  be  glided  and  cracked  ;  the  left  ureter  projected 
into  the  bladder  like  a  turgid  mamniai;y  nipple,  the  apex  protruding 
and  receding  at  each  efflux  of  urine  from  its  m^juth.  The  right 
ureter  appeared  norm  ah 

Cahe  2. — Mr.  \V — ,  let.  54»  a  patient  of  Dr.  Warner,  of  Woodford 
Two  years  before  I  saw  him  he  was  suddenly  seized  with  left  nephritic 

•^  Coiiipjire  tbe  descriptioa  of  pitLological  conditions  of  tbe  ureteric  orifice 
ia  the  eUnjiter  on  Urn  »iibjeet. 
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colic,  iiiice  whicb  time  he  has  only  hud  two  b&d  attacks.  He  wu» 
troubled,  however,  with  a  cantinual  paLn  in  the  left  8ide»  which  hi? 
could  cover  with  two  fingers.  '*  The  left  ureteric  cane  protrude§»  the 
efflux  16  rapidly  repeated*  bat  feeble  and  murky*  The  right  orifice  is 
flattened.  The  bladder  is  heal  thy  ♦  a  deepish  post- prostatic  pouch 
ia  present,  no  stone  is  in  it,"  The  knowledge  of  this  pouch 
permitted  me  to  warn  the  patient  of  the  chance  of  it  furmmg  a  trap 
for  any  stone  entering  the  bladder  after  a  severe  attack  of  colic. 
Pieces  of  stone  ultimately  came  away^  and  the  pain  was  almost 
entirely  reliered  by  the  exhibition  of  alkalies. 


(6)  Jtti^^.^-The  healthy,  lissotu,  inelastic  mucous  mem- 
brane, when  folded  in  by  the  contract  in  g  muscle  tonics, 
forms  creases,  plaits,  and  wrinkles^  which  are  sometimes 
caught  sight  of  in  profile,  and  which  then  appear  like 
rows  of  papillomata.  By  turning  the  prism  so  as  to  full- 
face  them  the  deception  is  detected.  When  these  ruga? 
are  inflamed  or  Rwollen  their  appearance  is  still  more 
puzzling  {vide  p.  104). 

(r)  Deposit  upmi  the  Walls. — It  may  happen  to  others, 
as  it  has  to  me,  that  instead  of  washing  out  the  bladder, 
I  hnve  taken  the  patient's  word  for  it  that  the  arioe  is 
quite  clear,  and  on  introducing  the  cystoscope  I  have 
found  the  water  murky  with  phosphates  or  urates*  In 
other  cases  I  have  seen  the  surface  of  the  bladder 
powdered  over  with  such  deposits,  and  the  water  quite 
transparent,  a  condition  which  is  apt  to  deceive  one  into 
the  belief  that  the  mucous  membrane  is  blurred  with 
inflammation.  A  similar  state  of  urine  exists  sometimes 
in  tuberculosis  of  the  kidney.  The  urine  passed  looks 
clear,  but  on  introducing  the  light  the  surface  is  covered 
with  streaks  of  filmy  muco-pus  or  white  sloughs  deposited 
from  the  urine.  In  some  instances  it  is  powdered  with 
multitudes  of  small,  roundish,  whitish  bodies,  as  if  that 
,  aweetmeat  known  to  children  as  "hundred  sand  thousands'' 
bad  been  dredged  on.  Whether  these  particles  are  the 
shellings  out  of  innumerable  small  ulcers  or  gland  casts 
I  am  unable  to  say,  but  I  have  generally  noticed  them  in 
cases  of  tuberculous  ulceration. 


I'M  £Li*:Ta:  .-u  TffT  •rrfT'-'^:..-?T. 

{d  A  more  puzxliaz  uid  impjrt&nr  depoeit  is  tka:  of 
Viiood.  A  tfrin  adherent  layer  of  reiial  blc^  or  a  depc'sit 
of  altered  blood  vi'.I  complecelj  change  the  appearance 
of  an  otherwise  healtbr  rancooa  membrane,  delndice  the 
observer  into  the  belief  that  he  has  to  deal  irich  au  old- 
fitandine  cystitis,  with  congestion  of  the  mncoos  mem- 
brane. A  blood  clot  can  easily  be  mistaken  for  an  oxalate 
of  lime  calcnlns. 

(e)  Mtu:u$, — Ropes  and  streamers  of  mucus  in  the 
healthy  bladder  are  easily  recognisable,  bat  when  cystitis 
\%  present  and  mach  grit  or  phosphatic  powdering  is 
iatermixed  with  the  mocas,  it  not  infrequently  increases 
the  apparent  size  of  a  growth,  stone,  or  ulcer,  or  entirely 
conceals  these  conditions. 

2.  The  Diieaied  Bladder. 

Ruqse. 

Not  infrequently  in  hsemorrhagic  cystitis,  or  in  localised 
acute  cystitis,  parallel  rows  of  purple  or  blood-red  rugsB 
are  seen,  and  these  if  caught  sight  of  in  profile  resemble 
villous  papillomatous  processes  very  markedly.  This 
condition  and  fallacy  are  very  well  illustrated  by  the 
following  remarkable  case,  for  the  notes  of  which  I  am 
indebted  to  Dr.  Houston  Davson  and  to  Dr.  W.  D. 
Waterhouse,  under  whose  joint  care  the  lady  came. 

Mrs.  H — ,  a  native  of  Demerara,  wt.  about  40,  married,  had 
Muff«red  from  frequent  slight  attacks  of  ague,  otherwise  her 
general  health  had  been  good.  She  was  seen  in  the  last  week  of 
May,  188S,  by  Dr.  Waterhouse  for  an  attack  of  vaginitis,  which  got 
nearly  well  in  a  werk,  but  which  was  followed  by  general  abdominal 
pftin.  There  was  constipation,  the  motions  being  hard  and  covered 
with  blood-Htained  mucus.  There  was  also  oedema  of  the  anus. 
Two  days  afterwards  she  suffered  from  an  attack  of  biliary  colic, 
with  intense  paroxyHUial  pain,  nausea,  and  slight  jaundice.  The 
liver  was  t'lihirgeil  Hn<i  tender.  No  gall-stones  were  discovered  in 
the  motions;  the  urine  contained  bile.  Hardly  had  this  attack 
nubNidcd  before  intense  pain  was  experienced  in  the  right  kidney. 
Hlood  appeared  in  the  urine,  and  from  time  to  time  it  was  very 
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profaae  in  its  amount.  At  times,  however,  the  nriiie  was  quit« 
clear,  sp.  gr.  1CK!5,  no  albumen,  pu«,  mucus,  or  sugar;  neutral. 
The  pain  in  the  ligLt  kidnej  could  be  traced  by  the  patient  in  the 
f^nrae  of  a  day  or  two  along  the  right  ureter  to  the  bladder. 
Finally  the  bladder  became  involved,  and  each  act  of  micturition 
was  attended  with  the  greatest  agony,  opiates  being  indispensable 
in  one  form  or  anotber. 

As  these  distressing  symptoms  continaed  for  over  a  fortnight,  a 
physician  was  called  into  consultation,  and  the  diagnosis  of  right 
renal  calculus  was  made.  As  it  seemed  probable,  from  the  extreme 
frei^uency  and  pain  in  mictnrition,  that  the  stone  had  descended 
into  tbe  bladder,  I  was  asked  to  examine  with  the  electric  light  and 
deal  with  the  stone.     My  notes  of  tbe  case  rim  as  follows  : 

*'Tbe  onset  symptom  was  five  weeks  ago.  The  patient  has  a 
number  of  sisters,  all  of  whom  have  hiid  tumoars  or  cysts  of  the 
ovary.  There  is  mticb  blood  (of  vesical  origin)  in  the  urine,  but 
the  stream  is  never  suddenly  stopped  as  if  by  the  corkage  of  the 
urethral  orifice  by  a  stone.  All  the  symptoms  ai-e  those  of  renal 
stone  entering  the  bladder,  but  the  vesical  symptoms  are  far  in 
«xc6t«  of  any  which  could  be  excited  by  a  small  renal  concretion  in 
a  healthy  bladder.  They  are  more  likely  those  indnced  by  ana.cttte 
inflammation  of  tbe  ureter  bursting  upon  tbe  bladder.'* 

On  introducing  the  cystoscope  and  tmning  it  towards  the  right 
side  of  the  bladder,  the  following  extraiji-dinmy  appearance 
presented  itself  t — Starting  from  a  point  a  little  above  the  right 
nreteral  orifice,  and  running  nearly  parallel  with  each  other,  were 
innumerable  upraised  plicae  of  a  deep  blood-red  colour,  the  mucous 
membrane  between  the  ridges  being  of  a  bright  crimson.  The 
colour  faded  towards  the  mid  line  into  a  perfectly  healthy,  glis- 
tening and  expanded  mucous  membrane,  lining  the  left  side  of  the 
bladder. 

"The  thick  bluod-red  plaits  or  mgae  of  mucous  membrane  wei-e 
evidently  the  expression  of  an  intense  inflammation  which  had 
broken  in  upon  the  bladder  from  the  right  ureteral  orifice  and  had 
expended  its  force  uptm  the  adjoining  area.  Unless  I  had  seen  this 
condition,  which  Drs.  Davson  and  Waterhouse  corroborated,  I 
eonld  not  have  believed  it  possible  that  one  half  of  the  bladder 
could  be  perfectly  healthy  and  fully  distended  whilst  the  other  was 
contracted  and  its  mucous  membrane  crumpled  and  turgid  with 
infiummalory  exudation  and  extruvasuted  blood.  The  bladder 
must  when  distended  with  water  have  had  somewhat  the  shape  of  a 
cottage  loaf  on  its  side.  No  stone  was  present.  Tbe  right  urt*tera] 
orifice  was  deeply  buried  in  an  elevation  nf  swollen  mucous  mem- 
brane.   My  diagnosis  was  that  the  right  renal  pelvis  had,  cither  from 
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contiguity  to  tbe  liver  or  sympathy  witli  iU  become  aff«^ted  with 
precisely  the  same  acute  iutiamiiiiitorj  changes,  probably  malarial^ 
as  tbe  vagina,  tbe  gut,  aad  tbe  galUduct,  I  also  argued  that  as 
tbe  mucous  membrane  of  the  bbidder  on  the  left  aide  was  now 
beakby  and  showed  no  tiiiee  of  intiltralion  or  liJemorrbage^  not- 
withstanding tbe  rapidity  with  which  tbe  bladder  bad  bven  affected 
a  fortnight  previously,  the  disease  wtis  at  a  standstill*  and  waa 
most  probably  eiibsiding.  Alkalies,  and  subsei^uently  quinine. 
were  ordered,  Tbe  patient  began  immediately  to  mend, — not,  1 
believe,  due  to  tbe  change  of  medicine,  but  i-atber  beoaiise  the 
violence  of  tbe  attack  bad  expended  itself,  as  indicated  by  the 
cjstoscope.  — the  paroxysms  of  pain  diminished,  the  blood  dis- 
appeared, and  the  pEitient  was  convalescent  in  ten  days.  She  has. 
aince  remained  weil.'' 

I  have  purposely  given  this  case  in  full  and  just  as  ii 
was  inserted  in  my  book  on  '  Electric  Illumination.'  I 
have  Bince  studied  the  subject  more  iiccuratelyj  and  aUude 
to  it  in  discussing  cystitis  (ride  p.  123). 

Polyhtdral  ttr  Rt'ctungulitr  QHilthigs  of  Chronic  Cystitis. 

Instead  of  tbe  mucous  membrane  becoming  raised  in 
parallel  rows,  it  not  infrequently  takes  other  and  less, 
easily  recogaisable  forms.  In  proportion  as  it  becomes 
swollen  and  gelatinous  in  certain  forms  of  chronic  cystitis^ 
so  does  it  form  lumpy  projecting  swellings  in  the  8emU 
di$ tended  bladder.  The  appearances  these  present  are, 
of  course,  protean  ;  but  the  most  common  is  that  of 
polyhedt^al  or  rectangular  quil tings,  tbe  swollen  and 
almost  translucent  tissue  enclosed  between  the  depressed 
seams  or  puckers  being  thrust  forward  as  globose  or 
polypoid  bodies^  not  uolike  tbe  vesical  myxomata  in  chil- 
dren. This  condition  i»  best  marked  on  the  base  and 
posterior  walh 

C— »  male,  under  Dr,  Sutton.  Had  lithotrity  performed  thirteen 
years  ago;  no  troublt*  until  three  mouths  agu.  when  he  began 
to  suffer  from  irritability  of  tbe  bladder,  the  calls  for  mic- 
turition being  every  twenty  minutes.  He  had  pain,  but  not  very 
severe  in  character,  at  the  tfp  of  the  penis  and  supi-a-pubically 
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He  had  nearer  seen  blood  in  the  urine ;  the  water  wiis  mucu^purulent. 
Prostate  hard  and  small ;  buse  of  bladder  posteriorly  felt  thick. 
The  bladder  capacity  was  four  ounces.  Mauy  small  rolled  puB  flake« 
iu  washings  of  bladder,  Cjatoscopj;  **The  bladder  is  free  from 
growth,  the  trigone  is  puffj  with  congestion,  the  posterior  wall 
is  iinnaturaiijr  white  and  gelatinotts ;  it  is  crumbled  and  rncked 
up  into  CBdematouB  projections  with   deeply  cut    interyenijig  far- 


Agttin,  these  projections  may  be  massed  together,  and 
of  such  nneven  lengths  and  varied  shapes  that  they 
resemble  most  strongly  a  group  or  patch  of  gelatinous 
polypi* 

Lastly,  they  may  be  mere  conical  or  blunt-topped 
protuberances  of  a  more  or  less  permanent  character^ 
which  I  have  most  often  noticed  near  the  base,  and  of 
which  the  following  case  is  an  example  : 

Hrs.  U — ,  est*  32.  In  April,  18S8,  after  six  weeks  ot  causelesa 
ill«heahh  and  languor,  she  passed  without  any  warnings  hloody 
urine  of  a  bright  red  coloui%  She  had  had  no  previous  frequency 
of  mietuntion,  nor  had  she  suffered  any  pain  anywhere ;  had 
she  not  happened  to  have  noticed  the  blood  in  the  chamber 
she  won  Id  not  have  known  of  its  occurrence.  Fourteen  dajrs 
after  the  onset  she  consulted  me.  The  urine  was  then  ti'ans- 
lucent,  and  of  a  rosy  red  colour.  The  hsematuria  was  inter- 
mittent^  usually  appearing  every  eiJ-ening  towards  five  or  six  o'clock, 
though  sometiuies  it  was  noticed  throughout  the  day.  Occasionally 
u  cold  shiver  ran  through  her  a  few  hours  before  the  blood  appeared. 
On  examining  with  the  cystoscope*  the  bladder  was  found  to  be 
perfectly  healthy  and  the  bleeding  to  be  renal,  but  at  the  base  I 
noticed  a  condition  of  mucous  membi-ane  I  had  not  met  with 
before,  and  which  I  noted  as  follows : 

*'The  mucous  membrane  of  the  base  is  whitish,  and  looks 
osdematous;  the  surfiice  is  covered  with  innumerable  rows  of 
stnniedf  conical  elevations.** 

A  few  doses  of  ergot  and  amtnouia  checked  the 
haemorrhage  for  a  year,  atid  I  saw  nothing  further  of  my 
patient.  She  caught  cold  in  May,  1889^  and  returned 
for  treatment  of  a  precisely  similar  attack.  I  seized  the 
opportunity  of  re-examtniug  the  bladder  with  a  cystoscope 


108 


ELECTRIC-LIOHT    CYHTDSCUl'Y. 


jiBil  found  It  quite  uncbanged.  The  sau]©  stunted  conical 
projections  were  visible,  scattered  over  the  trigone  ;  the 
patient  did  uot  suffer  from  either  paiu  or  frequency. 
Eight  years  later  this  patient  came  again  under  my  care 
with  a  typical  tertiary  ulceration  of  her  fauces  which 
healed  under  potassium  iodide.  There  had  been  no  re- 
currence of  the  hEemorrhage.  It  may  be  that  syphilis 
played  some  part  in  the  production  of  thi:*  appearance. 


77*^  Enerustation  of  Ahraftimu    and    Utctiratiowi    of   the 
MucoiLH  Membrane. 

The  surgeon  must  guard  himself  against  mistaking  for 
stone  the  heaped-upcrnst  oi  phosphate  of  lime  which  formg 
on  abrasion;*,  such  as  are  noticed  on  prostatic  bars,  collars, 
median  lobes  ;  or  that  which  accumulates  on  chronic 
nlcoration  (solitary  simple  ulcer,  tuberculous  ulceration). 
These  may  occur  in  neutral  or  even  faintly  acid  urine, 
and  are  the  evidence  of  alkaline  tides  and  a  roughened 
surface.      All  such  are  fat  surfaces. 

I  have  seen  heaped-up  clear  crystalline  uric  and 
oxalate  of  lime  crystuls  upon  abrasions  and  even  growth, 
as  well  as  the  dead- white  phosphate  of  lime. 

In  one  case  brought  to  me  by  Dr.  Crawford,  of  Pem- 
bury,  the  uric  acid  crystals  had  formed  into  such  masses 
that  they  could  be  rung  with  the  sound,  and  conid 
easily  have  been  mistaken  for  stone.  On  cystoscopy  iive 
separate  large  pea-sized  collections  of  crystalline  plates 
and  spicules  coukl  be  seen  embedded  in  a  villons-covered 
carcinoma.  The  urine  was  neutral  and  sterile.  The 
collections  were  freed  by  the  point  of  a  sound,  and 
sucked  out  through  a  No,  16  E  lithotrity  cannula. 


I 


The    EnvrndatiOH    uf  Vesical   Growth, 

Tbe  deposition  oE  dead-white  phosphate  of  lime  upon 
necrotic  new  growth  is  a  real  pitfall  to  the  cystoscopist. 
A   mas^   of   white    stony  material    is    seen  ;  it   is   tapped 
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with  the  beak  of  the  instrument^  it  gives  a  dall  sound 
as  if  a  phosphate  of  lime  stone  bad  been  struck^  and  the 
diagnosis  is  supposed  to  be  complete. 

More  careful  observation  of  the  white  mass  will  show 
that  peeping  out  here  and  there  are  the  bare  lobules  of 
uncovered  growth.  Moreover,  the  sound  will  demonstrate 
its  fixity ;  the  finger,  per  rectum,  will  usually  detect  a 
hardness  of  the  vesical  walls  on  the  side  and  at  the  posi-^ 
tion  where  the  white  mass  was  discovered.  In  nearly  every 
case  the  clinical  history  will  show  that  the  first  symptom 
consisted  in  an  attack  of  painless  hsematuria,  and  that  the 
urine  has  all  along  been  remarkably  free  from  inuco-pus. 
I  quote  two  of  my  earliest  cases  to  exemplify  the 
difficulty. 

Encrusted  alveolar  carcinoma  ;  Supra-pubic  removat.  —  R — , 
set.  43,  kindly  referred  to  me  by  Dr.  Fly  Smith.  Prior  to  two 
years  ago  the  patient  was  in  perfect  health.  On  passing  water 
one  morning  before  breakfast  at  this  date  he  noticed  that 
the  urine  contained  bright  red  blood.  The  blood  was  not  in. 
clots,  it  was  intimately  mixed.  He  coald  not  account  for  the- 
haemorrhage.  He  saw  no  more  blood,  bat  began  to  experience  paiiv 
after  passing  water — not  during  the  act.  It  started  at  the  neck  of* 
the  bladder  and  travelled  to  the  tip  of  the  penis,  leaving  almost  aa 
soon  as  it  had  reached  th^  glans.  The  frequency  of  micturition  in 
the  day  was  very  variable;  sometimes  he  would  have  to  urinate 
four  or  five  times  an  hour,  sometimes  he  could  retain  his  water  for 
half  an  hour,  vei-y  rai*ely  for  an  hour,  but  never  longer.  At 
night  he  would  rise  three  times.  He  applied  at  a  London 
hospital  and  was  admitted.  He  stated  he  was  sounded  every 
day  on  which  the  surgeon  visited  his  ward,  *'  so  certain  was  the 
surgeon  in  charge  of  his  case  that  he  was  suffering  fix>m  stone." 
He  remained  there  six  weeks.  He  got  better,  and  for  eight  months 
was  perfectly  free  from  his  complaint..  At  the  expiration  of  this 
time  all  the  symptoms  of  frequency  recurred,  and  he  applied  to  St. 
George's  Hospital,  where  he  was  admitted  and  remained  ten  weeks. 
He  was  sounded,  and  ultimately  got  quite  well.  This  was  in 
November,  1887.  In  July,  1888,  after  a  period  of  seven  or  eight 
months  of  perfect  freedom  from  all  the  symptoms,  he  noticed  on 
going  to  bed  some  bright  red  blood  in  his  urine.  He  came  to  me 
July  16tb.     On  introduction  of  the  cystoscope,  and  without  rotating 


no  macfsic-uciUT  en 

it,  tbert^  wai  seeii  upon  tli«  »operior  wall  a  r<>iTXidi8h  whitisb-^^j 
mftM  the  msb^  of  a  walaiit.  It  appeared  to  be  Aitiuted  cm  a  ahelf  at 
dai  k  red  toticotLa  tuembrase.  I  ooold  sot  quite  make  out  if  it  wa« 
project lUff  from  tbe  moutb  of  a  direi'ticulam,  nor  did  I  know 
r  1  Wtti  Jlffalm^  witb  a  pbo^batjct^epcrasted  growth  partiaUj 
hf  tmi«P0Be  foldi,  or  an  encjsted  calcnliiK.  I  tbereforte 
iiitiv>doced  a  aoaod  and  dirt^cted  its  beak  towards  tbe  ^»ot,  but 
elicited  no  click  of  calcnloos  materiaL  On  Au^st  27tb,  mi  weeks 
alter^  1  mad^.  in  cimjunction  witb  Br.  Flj  Smitb.  an  examination 
IIB4cr  etber.  Tbe  size  of  the  bodj  bad  increased,  and  it  was 
oMonslj  a  tumour.  It  still  rested  upon  a  shelf  of  parple  macona 
ilMBibraDt*  Its  sides  were  covered  witb  tbin  floating  films  of  mucna, 
I  verified  tbe  position  and  cbaracter  of  tbe  growth  bj  supra-pubic 
cjrsttjtomy.  removing  it  wltli  its  baae,  Tbe  growth  eventually  re- 
carr^dt  and  a  post*mortem  established  tbe  diagnoiiiB  of  vesical 
carcinoma. 

Fro/use  fumnuiuria  due  to  §ione-capped  epithelioma, — W.  S — ■. 
Wt*  35,  came  to  St.  Peter's  Hoapitjil  complaining  of  ba^ma- 
turia  and  post-scrotal  pain  of  three  munths*  duration.  Three 
and  a  balf  m'jQtbs  ago  he  felt  a  sudden  '^atitch-like  pain  '*  in  hi» 
left  Hide,  and  a  quarter  of  an  hour  after  he  passed  water  of  a  h^- 
t«a  col*jur.  Nine  days  after  this,  on  returning  i'vom  a  long  walk,  he 
pMmd  pure  blood  at  the  end  of  making  water.  He  bad  then  no 
pain  and  no  frequency.  The  bleeding  disappeared.  In  seven  days' 
time  be  bad  another  and  a  precisely  similar  attack.  He  consulted 
van*>iM4  metiical  men  and  attended  St.  Bartholomew's.  He  was 
sounded  with  ne^futive  results  by  a  vc^ry  cap  able  surgeon,  and  did 
not  bleed  aftrrr  tbo  instrumentation.  Gradually  poat-scrotal  pain 
was  felt  on  micturition,  and  the  blood  became  constant. 

Wiieii  I  saw  him  be  was  puBsing  water  every  hour  or  every  hour 
and  a  half,  and  getting  up  four  times  at  nigbt.  Residual  urine 
auiount^-d  to  two  ounces.  As  the  symptoms  were  not  characteriatic 
of  stone  I  examined  him  with  the  oy Bioscope  first,  and  saw  a 
brownish,  irregular  body  enveloped  in  a  haze  of  mucus,  which  no 
nmount  of  washing,' i>ut  would  remove*  The  budy  sprang  from  the 
left  sid<'  id'  the  bane  ♦>!  the  bladder  by  the  left  ureter.  I  was  uncertain 
UN  to  wh*'t]ier  1  was  dealing  with  a  phnsphatic,  blood-encrusted 
^'rowth  or  an  enLjiited  culculua.  On  passing  the  sound  a  stone  could 
be  felt  far  back  in  the  bladder  on  tbe  left  side.  Per  fccium  a  hardened 
lump  could  be  felt  in  the  corresponding  area.  The  patient  was 
admitted  into  St.  Peter's  Hospital  under  the  care  of  my  hite  senioi- 
colleague*  Mr,  Coulson,  who  introduced  a  lithotrite,  but  the  body 
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conld  not  be  grasped  in  any  position  of  the  instrament.  The  male 
blade  scraped  the  snrface,  bringing  away  brownish  mnco-phosphatic 
material.  The  -cystoscope  was  again  used,  and  the  track  of  the 
lithotrite  jaw  coald  be  seen  npon  the  snrface  of  the  projecting  nose 
of  a  tnmonr.  Next  day  the  patient  passed  a  quantity  of  calculous 
material  like  split  percussion  caps.  He  died  unemic  in  a  week,  and 
I  found  on  post-mortem  a  broad-based  epithelioma,  the  lobules  of 
which  were  capped  with  thick  concave  crusts  of  lime  phosphate. 

Congested  Areas  due  to  Light  or  Heat. 

One  of  the  important  visual  indications  of  early 
primary  tubercle  of  the  bladder,  in  my  opinion,  consists  in 
congested  areas  on  the  postero-superior  wall.  These  are 
obvious  infiltrations.  They  are  flat,  and  of  a  dull  red 
colour,  shading  off  imperceptibly  into  the  glistening 
healthy  mucous  membrane  around.  Unfortunately  the 
light  or  heat  of  the  lamp  if  kept  near  the  mucous  mem- 
brane for  any  length  of  time  (one  to  two  minutes)  is  apt 
to  produce  a  similar  appearance. 

Submucous  Hsemorrhageg, 

Localised  haemorrhages  in  the  submucous  tissue  are 
sometimes  very  difficult  to  interpret  correctly.  These 
are  usually  observed  in  hasmorrhagic  cystitis,  in  some 
forms  of  tuberculosis,  and  in  the  rare  cases  of  purpura 
(No.  3601,  Hunterian),*  and  syphilis.  They  form  elon- 
gated, oval,  or  roundish  elevations  of  a  deep  red  gelati- 
nous aspect,  very  similar  to  epitheliomata.  The  neigh- 
bourhood of  the  former  is,  however,  usually  printed  with 
hsemorrhagic  spots,  streaks,  and  blotches.  The  remaining 
surface  is,  moreover,  blurred,  and  shows  evidence  of  sub- 
acute cystitis. 

Tuberculosis. 

Of  all  the  pathological  changes  of  the  mucous  mem- 
brane which  need  most  stody,  and  to  which  the  eye  must 
be  carefully  and  specially  trained,  those  due  to  tuber- 
coloas  disease  are  the  most  important.    Unfortunately  this 

•  Cf.  Aathor,  'Path.  Trans.,'  vol.  xxxviii,  1887,  p.  189. 
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disease  resents  instmrnental  interference  of  any  sort,  so 
that  if  the  diagnosis  is  clearly  made  oat  to  be  tnbercu- 
losis  by  sach  objective  and  sabjectire  symptoms  as  de- 
posit of  crude  tubercle  in  the  testis  or  prostate,  with 
oo-existing  extreme  irritability  of  bladder,  pain  in  mictu- 
rition, and  pari  form  bacillary  blood-stained  urine,  it  is 
wiser  to  forego  the  examination  with  the  cystoscope  than 
to  run  the  risk  of  exciting  inflammatory  change  in  a 
possibly  damaged  kidney. 

Partly,  therefore,  because  few  soitable  opportunities 
for  the  study  of  vesical  tuberculosis  will  present  them- 
selves, and  partly  because  this  somewhat  rare  disease 
offers  in  every  grade  of  its  severity  and  in  every  stage 
of  its  progression  towards  resolution  or  suppuration, 
appearances  which  counterfeit  those  recognisable  as 
characteristic  of  many  of  the  complaints  for  which  a 
cystoscopic  examination  would  be  undertaken,  it  will 
most  likely  be  in  this  disease  that  the  greatest  number 
of  mistakes  in  diagnosis  will  be  made. 

(1)  Heaped-up,  cockscomb-like  projections  of  swollen 
mucous  membrane  mimic  the  stunted  villous  papilloma, 
and  swollen  tags  of  raucous  loembrane  freed  by  ulcera- 
tion exactly  resemble  small  polypi.  But  villous  papilloma 
and  true  polypi  never  co-exist  with  tuberculous  ulceration. 
The  extreme  difficulty  which  the  inexperienced  eye  may 
thus  encounter  will  be  well  illustrated  by  the  two  follow- 
ing cases,  the  first  of  which  is  extracted  from  my  post- 
mortem book,  and  the  second  from  my  case-book. 

J.  L — ,  set.  27,  had  had  evident  Rigns  of  tuberculosis  of  the 
urinary  tract  for  four  yearB,  testes  and  vasa  deferentia  being 
uninvolved.  Nephrotomy  was  performed  by  a  colleague  for  a  largo 
right-sided  pyonephrotic  sac,  and  the  man  gradually  sank.  Autopsy. 
— Right  kidney  :  DisorganiHed  renal  substance  replaced  by  large 
tubeiTulous  abscess  cavities  c<nnmunicating  one  with  the  other.  The 
right  ureter  was  coated  with  the  usual  curdy  deposit,  and  almost 
occluded  in  its  upper  third  by  a  nuiss  of  similar  deposit.  Left 
kidney  and  ureter  healthy. 

Bladder:  On  openinjf  the   bladder  it    wa.s  seen  that   the  entire 
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mncous  membrane  had  been  cleanly  dissected  off  by  inflammation 
and  ulceration  from  the  sabjacent  muscle  planes,  except  at  the 
trigone.    The  trigone  presented  a  somewhat  unusual  and  striking 

Fig.  55. 


Trigone  of  bladiler  of  T.  L— . 

uppearance  (Fig.  55).  T/ie  mucous  membrane  covering  it  had  been 
loosened  from  its  attachment  at  the  sides  of  the  trigone,  and  thus  pre* 
sentetJ  a  fimbriated  edge,  ichich  terminated  at  the  mouth  of  the  bladder 
in  two  auricular-shaped  appendages  of  scarlet  colour,  evidently  the 
injected  and  crumpled  remains  of  the  circumjacent  mucous  membrane 
(D,  d'  I.  There  icus  a  small  polypoid  tag  on  the  interureteric  bar  (B).  It 
was  noticeable  that  the  right  ui*eteric  opening  (a)  had  been  displaced 
outwards  from  its  natural  position,  most  likely  by  the  circum- 
urcterio  infiltration  on  that  side.  There  was  a  yellowish  mass  of 
crude  tubercle  under  the  mucous  membrane  of  the  prostatic 
urethra,  and  the  right  latei*al  lobe  showed  two  horse-bean-sized 
deposits  of  the  same  material.  The  vesicular  seminales,  vasa 
deferentia,  and  testes  were  entirely  free  from  disease. 

R.  D — ,  a't.  26,  had  been  under  the  care  of.  and  was  kindly  referred 
to  me  in  May,  1888,  by  Dr.  Shalders  Miller,  of  Windsor.  Seven 
years  prior  to  this  the  patient  began  to  suffer  from  pains  in  the  left 
loin,  coming  on  gradually.     He  also  experienced  a  difficulty  in 
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makiag  w^Lur.  vj  teas  ht  vm  Led  to  Miiere  j 
a:  tA«  Biwk  of  tbri^  biA^dsr. 

5iy>rti J  aft«r  tc«  o£i«t  of  tii«  srspcoms.  on  rii 
A«  fvQikd  Lim»^lf  q^itie  unable  to  cam  wm:er.  Aft«r  maek  scruiUBp 
b^  roi'i^d  a  qaac  lizj  r-f  bI*»i-«Iot  and  arine.  TW  bteediBg  cob- 
uniuA.  Som^itim*^  it  v&s  akrteria;  in  chMiwczer.  Somtamtm  tbe  Mood 
app^ATtd  in  th«  middle  of  a  oI-±ar  urine  Knsam.  and  KNnedmes  at 
tb«;  «nid.  Of t«n  it  vas  intimate! j  mixed  uid  of  a  darker  colour : 
ojiqallj  in  the  morning  it  va«  a  dirtj  brown.  After  a  montk^a 
n^dtcin^r  tb'!;  ario^  hneoame  qait<»  clear  and  n^mauied  so,  bot  the 
pain  in  tbe  tip  of  the  penis  did  not  abate.  This  vas  more  espeoiaUj 
n^Alc^siikA^  when  be  was  working  at  bis  trade  .blacksmith  .  He 
Tolrjnt^r^red  tbe  information  that  striking  at  the  anril  and  filing  at 
tfa^  rif:^  *'  shook  something  in  the  bladder  and  be  felt  it  in  the 
p^Tiiu"  His  bad  this  pain  for  five  years,  tbongb  it  raried  in  its 
pt/h'ttiou.  Sometimes  he  was  quite  free  from  blood.  He  bad  sereral 
attfiu^kn  of  retention  from  clou.  He  married  in  IS^.  tbongb  bleeding 
pr*Atm*t\j  at  the  time.  Altbongh  the  hemorrhage  then  ceased  for  a 
short  time,  it  reciirre^l  in  a  month  and  continiied  until  I  saw  bim. 
The  fre'i II enc J  of  micturition  was  everr  ten  minutes,  unless  pre- 
YifnU'A  hy  morf/hia  uupp^-fsitories. 

Hrfom  U;ing  sent  to  me  he  bad  been  the  inmate  of  two  hospitals. 
At  oij';  he  was  confiid'.-n.d  to  be  a  malingerer;  at  the  other  (St. 
Thoman's  Howpital;  ulceration  of  the  bladder  had  been  diasrnosed  by 
Hir  Wjlliarii  Ma/;Cormac.  Dr.  Miller  had  diagnosed  a  growth  at  the 
\f!h  HttU'.  of  ihti  hatu',  obtaining  ♦•vidence  of  its  presence  by  introducing 
a  Utri(t:  hU'J'I  Hftiind  into  th<;  bladder  and  his  finger  into  the  rectum. 

lit'.  w;iH  iuiuiitU-A  into  the  hospital  under  my  care  in  order  to 
hiiv«  r.ynioiotny  p«rrformer1.  No  testicular  or  prostatic  deposits 
v¥4in^  found.  Th<j  urine  contained  blood  and  muco-pus.  On  passing 
II  No,  '^Ut  (Fit'tich  gauge;  electnc  cystoscope  I  found  ** chi*onic 
MWi'llirig  of  th«j  inucouM  membrane;  the  left  ureter  was  somewhat 
Ifk't  /I  r^'triictwl  nipph',  being  buried  in  a  congested  heap  of  purple 
v#'lv«ty  iiiUi'ouH  membrane.  Upon  the  interureteric  bar  was  a  small 
jHtlffftoUi  Iftfj,  find  a  little  lower  upon  the  trigone  a  warty  condition 
whirh  liuiH  vmdti  up  uf  Hcvcral  parallel  rows  of  pinched  mj;,  deeply 
injrrtrd  mncouH  vw  mhrniiv.  Further  to  the  left  of  the  left  ureteric 
oiiflrnnnd  monj  poMteriorly  placed  was  a  large  crateriform  ulcer, 
ihn  iwlgpN  of  which  were  jagged,  everted,  swollen,  and  gelatinous- 
looking.  h.N  fiMpcct  iiltr'^t'tlier  ^aas  very  similar  to  the  scar  on  the 
hirgot  of  a  I  Mil  lift  im  parti  on.  I  had  but  little  doubt  of  the  tuber- 
'iiloiiH  niiiun*  of  the  ul<M*nition. 

I  |iiM'formml  tint  boutonniiNre  operation  in  order  to  sci'ape  away 
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the  growth  aod  to  drain  the  bladder  and  allow  the  tilceration  to 
heal.  He  was  much  improved  by  the  operation,  but  a  troublesome 
fistula  resulted,  which  Dr.  Miller  succeeded  in  closing  with  the 
g&lTano-cauterj  wire. 

His  bladder  sjojptoiDS  were  reliered,  but  he  died  of  phthisis  on 
the  10th  February,  1699;  the  entire  duration  of  the  case  being 
seTenteen  jears. 

(2)  The  short  and  tag4ike  streamers  of  necrotic  tissae 
of  tuberculous  ulceration  resemble  the  necrotic  villi  or 
shreddy  ulceration  of  neoplastic  surfaces. 

Enlarged  *' Middle  "  Lobe  of  the  Prostate. 

It  might  seem  superfluous  even  to  mention  that  the 
middle  lobe  sometimes  forms  a  projecting,  often  more  or 
less  subsessilo  mass,  resembling  a  malignant  growth  which 
is  breaking  through  the  trigonal  tissues  from  the  prostate. 
Indeed  I  can  conceive  of  no  greater  difficulty  in  cystoscopy 
than  to  decide  as  to  the  benign  or  malignant  character  of 
an  ulceraied  bleeding  growth  in  this  position,* 

In  such  a  case  it  is  worth  while  to  remember  that 
prostatic  carcinoma  breaks  through  the  trigone  about  its 
middle  or  more  towards  its  base  (interureteric  bar),* 
whilst  the  intra- vesical  outgrowth  of  a  fibro- myomatous 
prostate  is  encountered  at  the  very  entrance  to  the 
bladder.  The  cystoscopist  would  act  wisely  if  he 
allowed  himself  to  be  biassed  more  by  the  history  and 
symptoms  of  the  case  than  by  the  aspect  of  the  turaoor 
as  revealed  by  electric  light.  In  some  of  the  denser 
forms  of  prostatic  carcinoma^  the  syniptoms  of  which 
generally  simulate  enlarged  prostate  and  stone,  it  will  be 
found  that  it  is  impossible  to  introduce  the  electric  cys- 
toscope  into  the  bladder,  even  under  ether,  without  undue 
violence.* 

*  Cf.  author,  "Pnmiiry  HsltgnaDt  Di<csse  of  the  Pro»tste  Gland;  h 
Cliaieal  Study  of  the  First  Fifty  Ca*^»  which  hive  been  oader  the  Writ«r'» 
Care  aod  Obierration,"  '  Edin.  Med*  Joum,/  July.  1899. 


CHAPTER  Vni. 

T33L    LI-CCAriOXAL  ASrLCH    OF    THU    ELiCTEIC    CTSTOSCOPE. 

I  E  ELI  CHE  that  &L  fir?:,  tie  e'.ecrric  cjstoscope  was  re- 
ganied  br  most  of  ti-r-se  wfc.3  accepted  its  hyjiKi  nde^  merely 
»a  an  instmnieiit  wnerebv  an  accurate  diagnosis  of  obscure 
arinarj  c»:-niplaints  cocIJ  be  obtained  withoat  a  catting 
operadoQ.  It  soon  became  apparent,  howeTer,  to  the  few 
who  enjoyed  extensive  clinical  aaterial.  that  this  was  a 
Tery  restricted  view  of  its  value  or  of  its  ase.  As  the 
phases  in  the  progress  of  urinary  diseases  were  more  care- 
fully stndied  with  the  cystoscope,  and  as  each  symptom 
complained  of  was  more  or  less  accurately  assigned  to  its 
pr»jper  cause,  it  became  obvioi:s  that  the  instrument  was 
destined  to  alter  very  material -y  the  accepted  teaching  of 
the  symptomology  of  these  d-sta>es.  Very  soon  after  its 
inrr'i'Iccrion  to  the  pr?:essior.  in  Er.ir'iard  *  I  realised  its 
valce  in  this,  its  edi:c;\.ti  nsl  aspcc:.  and  o  'iTimenced  to 
ctilise  i:  freely  in  watchirc  the  process  of  ;■.!!  forn:s  of 
renal  and  vesical  disorders. 

ily  work  in  this  directior.  *  :is  pn.-'ved  m«:s:  iiiceresting 
to  IL.-T,  f  :r  there  are,  to  my  :.  ind.  few  m.ental  pleasures 
gre&:«cr  th.-n  that  which  is  inv:lvc«.:  i:i  the  personal  acqui- 
sition of  absolute  facts  and  in  rhoir  a oc urate  arrangement 
in  L&tnral  sequence.  The  avX"::mu!ation  of  oystoscopic 
details  is  comparatively  tasy.br.r  :he  diSiculty  of  obtaining 
visnal  veracity,  and  of  :hi;s  avoiding  wrong  conclusions, 
can  only  be  overcome  by  the  patient  examination  ct  large 
series  if  similar  cases. 

To  escape  as   far  as  possible  from    the   tem.ptation   of 

Vesical  I>:«A«/*  •  Brit.  M.a:.  J.::r=  .*  .Xvr.;  U:b,  IS^, 
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forcing  facts  into  preconceived  patterns,  I  have  sedulously 
followed  the  plan  of  writing  down  bald  statements  of 
the  nrinary  symptoms  complained  of  by  each  patient,  and 
of  placing  opposite  these  the  cystoscopic  appearances  of 
that  particular  patient's  bladder,  ureter,  and  urethra.  I 
have  seen  certain  symptoms  so  often  associated  with  cer- 
tain appearances  of  the  mucous  membrane  that  I  am  led 
to  believe  they  might  well  be  elevated  to  the  rank  of 
fixed  clinical  features.  I  venture  now  to  offer,  as  a  con- 
tribution to  the  more  accurate  delineation  of  the  classical 
types  of  urinary  disease,  the  following  rough  but  faithful 
outlines  which  my  own  experience  has  permitted  me  to 
draw. 

Pathological  Conditions  of  the  Living  Bladder  as  seen  by 
Electric  Light 

(An  asterisk  denotes  that  the  affection  is  compMntively  rare.) 
Before  refeiTing  to  the  inflammatory  and  neoplastic 
changes  of  the  mucous  membrane  of  the  bladder,  I  pro- 
pose alluding  briefly  to  three  striking  changes  which  the 
cystoscopist  may  meet  with  and  may  wrongly  deem  im- 
portant. 

*Argyria  of  the  Mucous  Merahrane. 

This  is  defined  as  a  chloasma  or  discoloration  produced 
by  the  prolonged  application  of  nitrate  of  silver,  the 
molecules  of  silver  being  deposited  in  much  the  same 
position  as  those  particles  which  furnish  the  natural  pig- 
ment of  the  skin.  It  is  a  fashion  with  some  surgeons  to 
advise  the  routine  use  of  nitrate  of  silver  as  a  bladder 
wash,  and  this  is  often  employed  by  the  patients  for  long 
periods.  I  had  no  idea  until  T  used  the  cystoscope  of 
the  colour-change  which  this  chemical  produces  on  the 
mucous  membrane  of  the  orifice  of  the  bladder.  After 
prolonged  use  the  surface  adjoining  the  orifice  of  the 
bladder  assumes,  if  I  may  judge  of  colour  under  the 
light  of  an  electric  lamp,  a  dull  dark  grey,  even  black. 
Relieving  the  dcadness  of  the  colour  are  the  sharp  pro- 
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jecting  bluish  lines  of  engorged  vessels.  The  entire 
trigone  is  soft  and  greatly  swollen.t  I  have  never  seen 
the  discoloration  extend  beyond  the  base* 

In  one  case,  in  which  a  surgeon  had  treated  a  patient 
aged  twenty  for  a  solitary  ulcer  of  the  bladder  with  an 
injection  of  nitrate  of  silver  (gr.  ^  @  3i)  every  day  for  two 
years,  I  found  the  bladder  orifice  and  adjacent  trigone 
black ;  and  in  manipulating  the  cystoscope  I  knocked  off 
accidentally  a  pellicle  of  the  epithelial  layer.  The  raw 
surface  exposed  was  of  dull  red  ;  it  formed  a  striking  con- 
trast to  the  blackened  area  arouud. 

Methylene  blue  seems  to  stain  the  surface  of  raw  or 
denuded  patches  a  faint  green,  probably  by  acting  on  the 
mucuSj  coating  these  abraded  surfaces.  This  may  prove 
of  clinical  value  in  rapidly  marking  out  areas  which  liave 
lost  their  sheen  or  protecting  epithelium  in  the  same  way 
that  phosphatic  crusts  denote  the  site  of  eroded  patches. 

^Adenoids  of  the  Bladder, 

The  bladder  base  is  heaped  with  tiny  protuberances ; 
the  posterior  wall  low  down  is  sparsely  dotted  with  scat* 
tered  clamps^  which  resemble  in  colour,  shape,  and 
probably  in  structure,  the  adenoid  growths  in  the 
naso-pharynx  of  a  child.  Exception  may  be  taken  to 
this  designation,  but  in  place  of  a  better,  I  venture 
to  ascribe  this  term  to  this  rare  cystoscopic  appearance. 
At  first  I  considered  it  to  be  a  change  in  the  mucous 
glands^  but  subsequent  experience  disqualiGes  this  view. 
*^  Kvery  part  of  the  bladder,  except  the  trigone,'^  to  quote 
from  my  original  case,|  **  was  of  a  dazzling  milk-white 
colour.  At  the  left  side  of  the  trigone  the  vessels, 
which  are  remarkably  sparse  elsewhere,  are  here  thick 
and  branched.  Situated  on  one  of  the  branches  of  a 
vessel  is  an  apple-jelly-coloured  body  the  size  of  a  split 

t  Witliflriiw  tlie  priem  weU  within  the  nriflce,  the  lump  is  hoh*  jihove  thr 
mucous  membnine  ami  the  eye  Uelow*  Transluciiitry  and  guc'^uleiicj  is  then 
eftiily  gAuged. 

J  Fenwick, '  AtUi  of  Cystoicopy/  p.  42. 


PLATE  Vn. 


Fio,  I. 


*  Adaaotds  "  of  the  pofteiior  wM  of  the  bladder. 


Fio.  2. 


A  flailll-ttUtiHl  fil>ro-ft»rcoiziAtoiii  p^l^nrnt. 
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pea  (Plate  VJI,  fig.  1).  It  seems  to  have  some  connec- 
tion With  the  vessel,  and  reminds  me  of  the  Malpighian 
tofts  of  an  injected  kidney.  On  bringing  the  prism  lower 
down  past  the  ureter,  along  the  edge  of  the  trigone,  these 
small  bodies  are  more  nunierons,  the  vessels  being  split 
and  resplit  into  branches,  and  on  each  twig  are  several  of 
these  flattened  ovoid  bodies.  On  the  trigone  itself,  towards 
the  orifice  of  the  bladder,  these  bodies  are  collected  into 
clamps,  and  here  and  there  interspersed  among  them  and 
raised  from  the  surface  are  mucoid  glands,  distertded  with 
clear  secretion  and  stained  partially  with  the  same  colour 
as  the  bodies  to  which  I  have  refeiTed/' 

At  first  I  called  these  *Mapoid  tubercles,"  for  they 
reminded  me  of  the  isolated  apple- jolly  tubercles  of  lupus 
of  the  face,  but  I  used  this  term  merely  to  remind  me 
of  their  appearance.  Later,  as  I  came  across  other  cases, 
they  struck  me  as  being  %*ery  like  small  isokted  adenoids 
at  the  naso-pharyns,  and,  although  I  have  no  post- 
mortem evidence,  I  now  take  them  to  be  lymphoid 
tubercles,  Weichselbaiim,t  Chiari,J  Herrmann  and 
TourneuxJ  have  studied  the  subject  in  the  normal 
bladder,  and  proved  the  existence  of  lymphatic  follicles  in 
the  base.  Przewski  ||  considers  the  condition  pathologi- 
cal— it  may  be  so  j  anyway,  they  do  not  seem  to  cause 
any  symptoms.  I  have  watched  my  first  case  for  nine 
years.  When  he  first  came  to  me  he  was  thirty  years  of 
age,  and  was  apparently  in  the  best  of  health,  though 
liable  to  atlacks  of  pain  in  the  left  kidney.  The  urine 
was  generally  clear,  contained  half  albumen,  was  acid> 
and  even  when  fresh  it  swarmed  with  micrococci.  Occa- 
sionally he  passed  a  cast  of  the  ureter  (?)  in  the  form  of 
slough.  He  also  passed  a  stone  from  the  left  kidney. 
Gradually  the  adenoids  disappeared.  He  is  now  well 
(1899),  though  the  kidney  still  '*  grumbles." 

t  WeicluellMQn]  (•  Wicn.  mcd.  Zeitang/  1881,  Xo.  38). 

X  Clii»ri,  *  Wicfi.  mea.  Jiilirbucher/  1881,  p.  9. 

§  Herrmann  and  Toorneux,  *  Diet,  Declinmbre/  art.  "  Ve»»ie/*  1889,  p.  212. 

li  Przewski, '  ktMv  fur  path,  AM>«t.,*  1889,  ?ol.  cxvi,  H«?ft3  (AHmrrttii). 
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My  second  case  was  a  woman  aet.  25.  She  was  sent  to  me  by  Dr. 
Amand  Rtmtb  ft>r  inter  mi  ttenl  attacks  of  bieinaturitt  after  exercise. 
Rest  alwujB  checked  tbe  bleedmg.  She  had  had  ajmptoius  of  a 
fixed  right  renal  calculus  for  eleven  jeara.  The  distribution  of  the 
adenoids  in  this  patient's  bladder  was  exactly  the  same  as  that  in  my 
first  Ciise,  except  that  I  noted  the  little  masses  to  be  distinctly  larger* 
and  more  upraised  on  the  right  side  of  the  buse.  The  urine  was 
normal  except  for  a  little  blood  and  mucus.  I  lost  sight  of  her  for  six 
years.  She  married  and  gave  birth  to  a  heiilthy  child,  after  which 
the  blood  ceased,  pns  appeared  in  the  urine,  and  severe  pain  was 
felt  in  the  right  kidney.  Finally  she  returned  to  my  care  with  well- 
marked  pyeio- nephritis,  and  I  removed  the  right  kidney.  It  proved 
to  be  a  muUilocular  shell  surrounding  a  large  branched  calculus. 
She  has  since  been  in  perfect  health. 

I  saw  my  third  case  with  Dr.  Clement  Godson, 

A  lady,  set.  29,  had  a  clear  clinical  history  of  left  renal  abscess.  She 
bad  been  treated  as  a  case  of  chronic  cystitis  by  a  surgeon  for  some 
considerable  time.  The  bl bidder  was  adenoid.  The  left  ureteral 
orifice  was  plugged  with  muco-pus.  I  advised  left  nephrectomy. 
The  left  kidney  was  removed  by  another  surgeon  with  success. 

On  the  slender  basis  of  five  cases  I  infer  that  the  ade- 
noid appearance  of  the  vesical  umcous  membrane  is  rare  ; 
that  it  is  of  no  pathological  importance  ^  that  it  may  be 
accentuated  by  irritating  discharges  from  a  diseased 
kidney,  for  iu  three  of  the  cases  the  clumps  were  more 
marked  on  the  same  side  as  a  disorganised  kidney;  and, 
finally,  that  it  may  disappear  in  conrse  of  time.  The 
only  caution  I  need  add  is  that  when  the  bladder  is  hut 
little  distended  these  adenoid  masses  clump  together,  and 
form  a  mass  very  similar  in  appearance  to  a  bald  fibro- 
papilloma  or  sarcoma. 


Distended  Mucoujh  Crypts  or  Mnltilohar  GlaiuU  of  the 
Trigone  (Plate  VI,  fig.  2). 

Minute  mucous  crypts  or  glands  exist  normally  in  the 
bladder, t  not  only  around  the  urethral  orifice  and  on  the 
trigone   but  sparsely  scattered  elsewhere*      Occasionally 

t  ]#nsc]ika,  Heule^  Km  use,  Kiigliftlit  nnd  Hojfoiiniin  k\\  oppose  Sappey  in 
his  asiertion  that  audi  do  not  oxUtr 
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the  orifice  of  a  crypt  becomes  blocked,  jast  as  may  happeo 
in  the  urethra^  aud  the  gland  swells  like  a  minute 
ranula.  It  is  nq  oDcommon  sight  to  come  across  one 
single  one  distended  like  a  little  grape  on  the  edge  or 
rim  of  an  enlarged  prostatic  collar,  or  in  gronps  upon  a 
succnlent  irritated  trigone.  They  may  exist  in  the  state 
of  perfect  bladder  health,  but  usually  they  are  indications 
of  surface  irritation  or  deep  pressure.  I  introduce  the 
subject  because  they  sometimes  appear  in  chronic  cystitis, 
at  the  edges  of  tuberculous  changes  and  in  epithelioma  of 
the  hard  variety.  In  both  these  latter  diseases  I  have 
occasionally  seen  the  surface  of  the  edge  of  the  morbid 
process  glistening  with  the^e  small  distended  grape-like 
cysts,  Hence^  whenever  I  meet  them  in  the  cystoscopic 
field  accompanying  ulceration  I  view  them  with  suspicion, 
and  am  not  content  until  I  have  satisfied  myself  that  they 
are  not  indications  of  grave  changes  in  the  mucous  mem- 
brnne  or  submucous  tissue. 


Cystitis. 

Before  describing  the  classical  divisions  of  cystitis  it 
is  wise  to  make  the  following  important  statement. 

Sharply  Localised  Cystitis^  hoih  Acute  and  Chronie^f  it 
not  Uncommon, 

It  will  be  admitted,  I  believe,  that  the  generally 
accepted  idea  of  an  inflamed  bladder  is  one  in  which  the 
entire  surface  of  the  viscus  is  involved.  A  vatrne  ex- 
pression, "  inflammation  of  the  neck  of  the  bladder,"  is 
current,  and  conveys  the  impression  that  the  mucous 
membrane  around  the  orifice  is  the  only  area  inflamed, 
participating  usually  in  this  instance  in  an  inflammation 
of  the  prostate  or  the  prostatic  urethra,  or  in  the  female 
with  slight  urethritis.  No  more  than  this  was  meant  in  pre- 
cystoscopic  times  by  the  term  "  inflammation  of  the  neck/* 

t  It  !■  better  to  coiuiJer  lomlifted  cliroiiic  cyttitit  on  pn^e  1S2  initnediatelj 
after  the  reference  to  chronic  cjitttu. 
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Bat  the  cystoscope  shows  that  cystitis  need  not  be  a 
general  iDflammatioD  of  the  bladder,  that  in  many  cases  it 
is  sharply  localised  and  often  limited  to  very  small  areas 
of  the  postero-superior  wall.  Nor  does  it  follow  that  the 
affection,  because  it  is  thus  limited,  is  necessarily  confined 
to  the  surface  only.  I  have  seen  cases  in  which  an  area 
varying  in  size  from  a  threepenny  piece  to  the  entire  half 
o£  the  superior  wall,  so  deeply  infiltrated  and  inflamed,  that 
the  mncons  membrane  was  folded  into  deep  red  or  scarlet 
rugae,  and  glued  to  the  subjacent  muscle  planes.  Let  me 
pause  to  accentuate  this  statement.  One  sixteenth,  one 
eightli,  or  one  quarter  of  the  lilaclder  area  may  be  so  severely 
inflamed  as  to  be  a  deep  red,  rugose,  inexpaiunle  surface, 
whilst  the  remaining  area  may  appear  glistening  with 
health  and  be  lissom  in  all  its  movements.  It  will  be 
remarked  that  I  expressly  mention  the  postero-superior 
wall,  for  the  statement  that  the  circum urethral  area 
can  be  locally  inflamed  in  man  and  woman  is  generally 
accepted. 

Olinicftl  OLwrvationtf.—The&e  localised  areas  evoke,  in 
proportion  to  the  severity  of  the  inflfimmation,  all  the 
symptoms  of  stone  in  the  bladder.  There  is  the  same 
penile  pain  nod  blood  after  urioation,  the  same  frequency 
and  strangury.  Xay  more,  these  localised  inflammations 
may  exist  with  very  little  change  in  tho  appearance  of  the 
urine.  Often  the  urine  is  nearly  clear,  though  sometimes 
a  fair  quantity  of  albumen  f  maybe  found  on  the  employ- 
ment of  the  nitric  acid  test.  Careful  cross-examination  of 
the  onm^t  symptoms  brings  out  a  difference  In  the  symptoms 
of  localised  cystitis  and  stone. 

In  localised  cystitis  tho  frequency,  the  glans  or  penile 
pain,  and  the  blood  after  urination  is  sudden  ;  it  reaches 
its  acme  in  a  few  hours.  In  stone  the  evolution  of  the 
severity  of  the  symptoms  is  more  t^radual. 

Canmition. —Ai^  far  as  my  kiinvvledtjre  extends,  a 
sharply    localised    cystitis    of    the    postero- .superior    (the 

t  Fnrtliur  cUiiiail  expcrirm-e  ii  lu'eiled  to  a\\ow  ns  to  whether  the  albu- 
men h  ill  proportion  in  thv  teveritj  of  the  straiignrj  in  these  C3is«-6. 
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"  back '')    wall    may  be  observed  as  the  result  of  four 
difierent  invading  inflammations  : 

1*  Descending  ureteritis  and  periureteritis. 

2,  Contact-inocolation. 

3,  Cystitis  by  contiguity  from  pelvic  inflammation, 

4,  Primary  tuberculous  cystitis, 

1.  ^Descending  Ureteritis  and Periureteritie, — The  pelvis 
of  the  right  kidney  appears  liable  to  become  inflamed  by 
contiguity  with  the  bile-passages  or  liver  in  acute  affections 
of  this  viscup.  The  kidney  may  or  may  not  be  involved 
prior  to  its  pelvis.  The  inflammatory  wave  descending 
along  the  mucous  membrane  of  the  ureter  implicates  the 
bladder  in  the  neighbourhood  of  the  opening  of  that  canaL 

Cystoscopies — The  circumureteric  area  will  be  seen 
folded  into  dull  blood-red  ridges,  the  summits  of  which 
are  pinched  and  sharp.  These  ridges  are  fixed,  they 
cannot  be  expanded,  and  bleed  if  more  than  a  gentle 
attempt  is  made  to  unfold  them  by  water  pressure.  The 
ureteric  orifice  is  buried  in  the  swelling  and  is  diflicult 
to  distinguish.  The  left  side  of  the  bladder  affords  a 
startling  contrast  by  the  brilliancy  of  its  sheen,  and  by 
the  mobility  of  its  surface. 

ClinicaL — The  symptoms  are  typical  of  the  descent  of 
a  renal  stone :  First,  renal  colic,  vomiting,  reno-ureteric 
pain,  retraction  of  the  testis  ;  theu  indications  of  the 
calculus  entering  tlie  blatlder,  and  evoking  severe  sym- 
ptoms of  cystitis.      I  quote  a  typical  case  on  page  1 04. 

I  suggest  that  some  of  our  barren  cases  of  renal  calculous 
colic,  those  in  which  all  the  symptoms  of  the  descent  of  the 
calculus  into  the  bladder  can  be  traced  by  the  patient,  but 
in  which  the  stone  never  appears  and  cannot  be  found  by 
the  surgeon,  are  merely  instances  of  descending  ureteritis, 
evoked  by  an  attack  of  pelvltis  due  to  calculus  in  the 
kidney. 

^Periureteritis. — I  have  on  several  occasions  acci- 
dentally started  an  invasive  cystitis  by  in  fin  rain  j];'  the  pelvis 
of  the  kidney  in  septic  cholecystotomy  and  nephrotomy. 
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Thus  in  one  case,  after  operating  upon  a  gall-stone 
impacted  in  the  common  duct  in  which  a  good  deal  of  dis- 
section was  pecessary,  a  sharp  attack  of  cystitis  followed : 
it  cleared  np  in  a  week  nnd  the  patient  recovered.  But 
it  is  particularly  after  explorations  on  the  kidney  (either) 
that  I  have  been  struck  with  the  symptoms  of  descending 
ureteric  stone,  and  have  been  urged  to  evacuate  a  stone 
which  had  deticended,  I  have  beeu  able  to  prove  that  the 
symptoma  arose  from  descending  ureteritis  and  localised 
cystitis,  and  not  from  the  trausit  and  the  ti*appi«g  of  a 
calculus  in  the  bladder, 

^Inffa7ned  Appendix  producing  Periureteritis, — I  have 
operated  on  cases  of  inflamed  appendices  in  the  loin — 
not  those  dropping  over  the  pelvic  brim  and  becoming 
attached  to  the  right  side  of  the  bladder — ^in  which  blood 
and  frequency  seem  to  have  been  caused  by  ureteric  in- 
flammation descending  to  the  bladder.  Though  my  expe- 
rience of  appendical  disease  in  every  grade  is  fairly  large, 
this  ureteric  adhesion  and  iuflamniation  has  only  been 
encountered  twice. 

2.  Inovulation  CijHifiii, — I  venture  to  suggest  this  name 
for  a  distinct  class  of  localised  cystitis,  I  have  remarked 
in  localised  cystitis  of  the  neck   that  the  superior  wall, 

Fia.  56« 


Pubes 


Iiiflumed  prostate 


B]&dder  contrmctad  and  emptji  with  iiidamiuatiou  (bUukened  areas)  at 

orifice. 


high  up  in  the  middle  line  towards  the  summit,  is  similarly 
affected.  The  cause  for  these  two  independent  surface 
inflammations   is  not  at  first   sight  obvious.      But   it  is 
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plausible  that  the  patch  on  the  superior  wall  is  inocu- 
lated from  the  inflammation  of  the  area  of  the  neck. 

Probably  the  bladder  on  emptying  assumes  the  '^  beU 
lows  '*  contour,  that  is  the  posterior  wall  contracts  down 
on  to  the  trigone  and  the  shortened  anterior  wall  (Fig. 
56).  The  area  opposite  to  the  orifice  of  the  urethra  is 
inoculated,  and  on  re-distension  of  the  viscus  the 
secondarily  inflamed  area  is  found  high  up  on  the 
posterior  wall  (Fig.  57).  I  have  just  seen  this  beautifully 
marked  in  a  boy  aged  fifteen,  with  early  tubercle  of  the 
posterior  wall  inoculating  the  orifice  of  the  urethra. 

Fig.  67. 


Pabes     \  iJ^;*  _\ —      ^  1  \  Inflamed  prostate 


Distended  bladder,  the  posterior  wall  having  been  infected  from  orifice. 

Other  inoculation  centres  for  inflammation,  tubercle, 
and  carcinomatous  growth  are  to  be  found  in  the  angle  of 
the  fold  low  down  on  the  posterior  wall,  just  where  it 
doubles  on  itself  in  contraction.  The  right  and  left  ex- 
tremities of  this  fold  are  favourite  sites. 

3.  Invasive  Localised  Cystitis  {Cystitis  by  Contiguity), — 
In  some  instances  the  pelvic  viscera  of  the  female 
(uterus,  tube,  ovary)  become  inflamed  and  attached  to  the 
superior  wall  of  the  bladder.      In  both  sexes  simple  nice- 
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ration  of  the  ^igtnoid  or  of  the  first  piece  of  the  recta m 
loay  caase  adhesioti  of  the  bowel  to  the  superior  wall  of 
the  bladder^  and  the  macous  membraxie  become  acatelj 
and  locally  inHamed.  More  rarely  a  long  pelvic-placed 
appendix  may  inflame  and  similarly  affect  the  superior 
wall  of  the  bladder.  If,  therefore,  a  cystoscopist  detects 
a  localised  patch  of  acnte  inflammation  on  the  superior 
wall  of  the  bladder,  it  should  place  bim  on  his  guard  con- 
cerning inflammation  of  tbe  pelvic  viscera.  He  will  notice 
that  the  inflammation  is  localised.  He  will  estimate  its 
severity  and  depth  by  the  degree  of  the  rolling  in  of  the 
mucous  membrane  on  evacuation  of  the  contents  of  the 
bladder.     I  select  a  case  from  many  such  in  my  note-books. 

MmtrO'Uterine  pregnancy  {p$eudc4niraMgam€ntary) ;  rttpture  ;  c^lio* 
iomy  ;  cure  /  subsequent  left-sided  localised  tranmettt  cyntitiB  ;  cure. — 
J.  W — ,  aet.  33,  a  woman  who  bad  bad  the  right  ovat-y  removed  in 
New  York  a  even  years  previuualy^  was  sent  to  the  Loudon  HoBpitaJ 
as  a  case  of  inteatinai  obstruction.  The  Surgical  Registrar,  Mr.  H. 
Rigby,  diagnosed  the  case  as  being  one  of  ex ti*a- uterine  foetation. 
complicated  by  an  acute  attack  of  localised  peHtonitia.  A  tumour 
rose  out  of  the  pelvis  on  the  right  side,  three  fingers*  breadth  above 
Poupart*a  ligament;  this  was  proved  to  be  a  hard,  fairly  moveable 
uterus,  wifh  thickened  walls j  the  ceiTix  was  not  soft.  It  was 
obviously  being  pushed  up  aBd  to  the  patient's  right  by  a  swelling 
ill  the  left  broad  ligament.  The  patient  impi*oved  and  i^efused 
operation,  leaving  the  h^jspital  at  the  end  of  three  weeks.  She 
returned  at  tlie  end  of  a  fortnight  with  symptom  a  of  rupture  of  a 
tubal  pregnancy.  On  opening  the  peritoneum  I  found  a  large 
amouut  of  free  blood  and  clot,  and  discovered  and  removed  a  five 
months'  foetus  from  the  neighbourhood  of  the  left  kidney.  Tbe 
placenta  was  cleared  out,  tube  and  ovary  removed,  broad  ligament 
pared  and  stitched,  and  'abdomen  closed.  There  was  but  little  re- 
action. On  the  eighteenth  day  the  patient  complained  of  frequency 
of  urination  and  severe  meatal  pain  at  end  of  the  act.  A  small 
tender  masH  could  he  felt  in  the  left  anterior  fornix.  The  gynaeco- 
logist suggested  abscess  in  site  of  broad  ligament.  On  cystoscopj 
the  nght  half  of  bladder  was  clear  and  healthy,  left  postei-o-superiar 
wall  was  deeply  inllamed,  ruga^  being  fixed.  I  diagnosed  a  wave  of 
invasive  cystitis  from  left  broad  ligament.  Hot  vaginal  douche 
relieved  at  once,  and  she  left  the  hospital  cured  a  fortnight  later. 


I 
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4*  Friviary  Tuhetculoxu  Cystitis, — Ooe  of  the  most 
frequent  causes,  perhaps,  of  sharply  localised  cystitis  is 
a  primary  deposit  of  tubercle  in  the  bladder.  It  will  be 
noted  that  I  am  not  now  discussing  n  descending  renal  nor 
an  asceuding  genital  iDfection.  I  wish  to  consider  this  and 
the  entire  subject  more  fully  iu  its  proper  sectioo.  The 
most  frequent  position  for  a  primary  deposit  of  tubercle  in 
the  bladder  of  either  sex  is  the  middle  of  the  superior  wall. 
I  have  seen  it  there  and  recognised  it  as  early  as  the  fourth 
week  of  the  duration  of  symptoms;  the  deposit  appears  as 
a  sharply  localised  dull  red  patch  the  size  of  a  threepenny 
piece*  The  mucous  membrane  is  infiltrated,  not  merely 
congested  ;  no  amount  of  distension  renders  the  patch 
colourless.  The  epithelium  over  the  patch  has  been  shed, 
or  nearly  so.  Here  and  there  a  curled-up  flake  of 
white  necrotic  epithelium  or  mu co-pus,  partly  free,  partly 
attached,  may  be  seen  on  this  reddened  area.  The  sur- 
face rolls  easily  and  healthily  on  the  subjacent  muscle 
planes.  Obviously  the  inflammation  is  neither  deep  nor 
severe.  The  bladder  takes  eight  or  ten  ounces  of  medium 
easily.      (Compare  Plate  IX  and  page  167.) 

I  propose  now  to  allude  to  the  cystoscopic  appearances 
of  the  various  grades  of  inflammation  of  the  bladder. 

Cystitis  may  be  conveniently  considered  under  the  heads 
of  acute,  hsemorrhagic,  and  chronic  cystitis. 

Acute  Cystitis. 

This  has  been  well  investigated  by  Finger, t  who  re- 
stricted his  examination  to  gonorrhoeal  cystitis.  The 
appearances,  according  to  that  observer,!  are  as  fol- 
lows : — The  mucous  membrane,  io  proportion  to  the 
extent  and  intensity  of  the  process,  is  more  or  less 
affected.  It  is  especially  changed  at  the  neck  of  the 
bladder,  being  there  swollen  into  irregular  hillocky  pro- 
jections.     This  targescence  is  either  marked  with  den- 

f  Finger,  *  Wiener  med,  Pr«#e/  1880,  S.  097. 
X  I  hji7e  never  esAmined  tacb  CMet. 
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driticallv  anastaiiiosing,  ^rreatly  dilated  vessels,  or^  in 
very  acute  caseSj  it  is  printed  witli  laajmorrbagic  spots, 
and  streaks  or  blotches,  or  it  appears  of  a  imifonn  dark 
red  colour.  The  epithelium  is  either  collected  in  clumps 
or  in  long  tlirendy  streaniers,  which  float  in  the  contents 
of  the  viscus. 

Acute  cystitis  of  other  origin,  or  an  acnte  attack 
grafted  on  a  chronic  form,  have  very  nearly  the  same 
appearances,  only  the  extent  is  more  marked.  These 
cases  often  present  but  little  or  no  blood  in  the  nrine, 
although  many  blotches  of  extravasat^d  blood  are  present. 

Acute  attack  of  ajMiiiU  graft td  on  a  chronic  cydlitw. — The  patient, 
a  lady  set.  36,  had  suffered  from  frequency  aud  pain  in  ptissing  ^ater 
for  one  year.  She  could  liold  her  water  sometimeB  foj*  five  hours,  at 
other  times  a  great  frequency  was  noticed,  and  then  she  often  cried 
out  with  the  pain  eho  experienced  in  pHBsing  water,  Thia  pain  wa» 
at  the  meatus. 

Eigbt  days  before  I  waa  asked  to  see  her,  rHc  bad  heen  confined 
of  a  healthy  child,  the  deiivery  bein^  8traightft*rward.  She  was 
suffering  a  great  deal  of  pain  on  micturition.  On  examining  the 
bladder  I  found  the  entire  superior  wall  covered  with  large  and 
irregular  lilotcbea  of  bright  red  hiemorrhage.  The  trigone  was 
rucked  up  and  of  a  dull  dark  purple  colour  and  velvety  aspect.  So 
much  was  this  the  case  towards  the  left  side  that  it  regembled  a 
papilloma.  No  stone ;  no  pain  on  examination ;  held  six  oiincea  of 
water  with  ease.     Steadily  improved  under  treatment, 

B}^  keeping  cases  under  observation  it  will  be  found 
that  these  deep  red  blotchy  extravasations  diruinish  little 
by  little  as  the  intensity  of  the  inflamraation  subsides, 
some  of  these  patches  takings  however,  a  very  long  while 
to  disappear.  There  does  not  appear  to  be  any  scarring 
or  local  shrinking  of  the  raucous  membrane  after  absorp- 
tion of  these  extravasations. 

Profuse  ht'iiiafnriii ;  fnibmneous  exiratmnali&H;  absorption  of  »ame^ — 
E — ,  aet,  34.  Patient  had  suffered  from  recurrent  and  profuse  hema- 
turia for  Home  raonths ;  generally  pain  before  micturition.  Had 
been  sounded  by  aeveral  hospital  surgeons.  The  btcmaturia  sub* 
sided  until  it  was  reduced  to  the  occasional  paaaage  of  very  small 
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tadpole-like  clots.  The  cjstoecope  revealed  tbe  remains  of  an 
hffiman-hagic  cystitis.  Upon  the  ti%one  and  in  its  left  Balf  was  an 
elongated,  oval,  blood*red  patch  of  upraised,  injected,  and  swollen 
mncoos  membrane  ;  it  was  wt;Il  circumscribed.  Tbe  surrounding 
Burfact!  was  apparently  healthy.  I  re-examined  tbe  bladder  four 
weeks  afterwards ;  tbe  symptoms  had  greatly  subsided,  tb^  hsemor* 
rhagic  swelling  had  disappeared. 

Fallacies  in  the  Ctjstoseapic  I>ia gnosis  of  Subacute  CyHUu 
tciih  Area^  of  Extravasation , — Certain  forms  of  instrii men- 
tation produce  effects  very  similar  to  the  visual  uppear- 
ances  of  subacute  cystitis  with  extravasation  areas.  If  a 
patient  who  bas  recently  suffered  from  renal  colic  be 
roughly  sounded  for  the  stone  which  is  believed  to  have 
made  the  transit  of  the  uret,er  and  to  have  been  trapped 
in  the  bladder,  blotches  of  bruising  will  be  visible  on 
cystoscopy.  Such  blotches  are  the  index  of  the  rough- 
ness and  ineptitude  of  the  surgeon,  but  they  may  mislead 
the  cystoscopist  who  examines  subsequently. 

Still  more  striking  are  the  suction  effects  of  the  calculus 
aspirator  on  the  mucous  membrane  when  that  instrument 
is  manipulated  by  unskilled  hands.  Should  slight  pre- 
existing chronic  cystitis  have  been  present,  tbe  rough  use 
of  the  calculus  sound  and  aspirator  induces  haemorrhagic 
blotches  and  prints  which  are  indistinguishable  from 
those  of  subacute  cystitis.  I  was  asked  in  1889  to  cysto- 
scope  for  a  calculus  which  the  practitioner  felt  certain 
had  jnst  entered  the  bladder  from  the  kidney,  but  which 
he  could  not  detect  by  means  of  either  the  sound  or  aspi- 
rator. I  demonstrated  J  diagnosed,  and  prescribed  for  the 
most  perfect  representation  of  a  subacute  cystitis  I  have 
ever  seen.  The  extravasations  were  of  a  vivid  red,  and 
the  surface  of  the  bladder  was  inflamed,  I  could  not 
explain  the  renal  colic  from  which  tbe  patient  had 
suffered,  and  I  snbsequently  learnt  to  my  disgust  that  this 
symptom  continued  for  a  year,  and  that  a  stone  was  passed 
eventually  after  an  extra  sharp  attack.  I  have  had  consider- 
able opportunities  in  the  last  ten  years  of  watching  with 
the  cystoscope  the  effects  of  the  rough  usage  of  the  sound 
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and  aspirator  on  the  bladder  wall,  and  tbe  remembrance 
of  my  first  error,  and  the  lesson  it  taught  me,  have  often 
saved  me  from  an  incorrect  diagnosis. 

Circ  u  ?»  u  ret  e  ric  Ex  tra  vasation  i7i  Bloc  kerf  Urete  ric  S  tone, 
.  — Akin  to  the  fallac}'  I  have  jnst  mentioned,  but  differing 

from  it  in  causation  and  degree,  is  that  dark  purple  or 
red  patchy  discoloration,  and  extravasation  of  the  cir- 
cumnreteric  area  and  outer  limb  of  the  trigone  which 
occurs  in  cases  of  sudden  pluggiug  of  the  vesical  orifice 
of  the  ureter  by  a  speculated  crystalline-surfaced  calculus, 
or  even  by  a  mass  of  blood-clot  and  necrotic  df^bris  from 
the  kidney*"*^  This  condition  can  hardly  be  mistaken  for 
cystitis  with  hBemorrhagic  blotches  except  by  a  novice, 
for  the  haemorrhages  are  strictly  localised  to  the  ureteric 
orifice  and  its  surroundings,  and  the  remainder  of  the 
•  bladder  is  free.      (Compare  chapter  on  Ureter.) 

Perhaps  the  most  difficult  question  to  decide  is  tubercle, 
but  I  enter  more  fully  into  this  difficulty  on  page  202. 

nsemorrhagie  Oysiitis. 

The  cases  I  have  just  quoted  of  subacute  cystitis  with 
liEemorrhagic  blotches,  but  with  blood-free  urine,  lead 
to  a  consideration  of  an  important  and  but  ill-recognised 
grade  of  cystitis,  which  may  for  convenience' sake  be  placed 
midway  between  the  acute  and  the  chronic  grades.  I 
allude  to  ha:jmorrhagic  cystitis.  It  is  a  subacute  in- 
flamniatiou  of  the  mucous  membrane  characterised  by 
symptoms  often  precisely  similar  to  those  evoked  by 
growth  in  the  bladder.  It  is  often  most  obstinate  to 
cure.  It  is  nearly  always  of  a  benign  character;  in  rare 
instances,  however,  a  certain  form  of  hiemorrhagic  cystitis 
precedes  the  visible  formation  of  that  stunted  nodular 
carcinoma  of  the  mucous  membrane  which  accompanies 
interstitial  maligmmt  growth  of  the  vesical  wall.  The 
hajmorrhage  may  emanate  from  the  entire  surface  of  the 

•  Cf.  •  P»tb.  Two*.;  vol  ivi,  p.  178. 
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bladder^  and  the  inflarainatioii  be  somewhat  acute,  or  the 
former  may  be  localised  and  the  latter  chronic.  The 
characteristics  and  cystoscopic  nppearances  of  both  grades 
can  be  exemplified  by  the  following  cases  : 

Gtneral  hw^mofirhatfic  cystitis;  an  aeuU  grade;  rapid  recovery 
and  citr#,— Capt,  C.  T — ,  aet.  44.  came  to  me  in  Februai-y»  1889, 
complaining  that  for  a  tin>ntli  past  he  had  been  troubled  with 
fre*|uency  of  micturition,  which  latterly  had  increased  so  greatly 
and  the  desire  had  become  so  imperiotis  that  he  bad  been  passing 
water  in  small  quantities  everj  ten  minute*  night  and  day.  Three 
days  previous  to  his  consulting  n»e  be  passed  bright  red  blood  at 
the  end  of  the  act.  and  continued  to  do  so  every  time  he  made 
water,  Capt.  T —  made  water  before  roe ;  the  urine  was  quite  clear 
until  the  end  of  the  stream,  when  a  rush  of  tiorid  blood  appeared. 
The  prostate  was  not  enlarged,  nor  was  there  anything  abnormal  in  it 
to  the  sense  of  touch.  On  proceeding  to  inject  the  bladder  pre- 
paratory  to  introducing  the  cystoacope,  I  found  to  my  surprise  that 
the  sphincter  could  not  retain  any  water,  and  that  it  ran  out  of  the 
bladder  as  fast  as  1  pumped  it  in.  1  therefore  placed  him  under 
ether,  and  even  then  the  same  difficulty  was  observed.  By  grasping 
ihe  penis  I  was  at  last  able  to  keep  four  ounces  of  water  in  the 
bladder  and  urethra.  No  growth  could  be  seen  ;  the  entire  surface 
was  velvety  and  dark  purple;  the  ureteric  orifices  were  greatly 
swollen.  He  i-apidly  improved  under  anodynes,  and  iu  two  days 
could  hold  his  water  for  three  hours.  The  blood  entirely  dis- 
appeared, and  he  joined  his  ship  in  three  weeks,  to  all  appearance 
in  perfect  bladder  health. 

[I  kept  in  con*espondence  with  Capt.  C.  T—  until  Febrnary,  1897 
(eight  years).  He  had  no  return  of  the  hfemorrhage,  and  though 
exposed  to  the  victssitudea  of  a  aeaman's  lile  on  the  African  coast  he 
remained  in  excellent  health.] 

Oeneral  hssmorrhngic  cystitis ;  a  chranic  grade. — Mr.F — ,  barrister, 
»t.  59,  consulted  me  in  May,  1889.  for  hematuria.  His  histoj-y  was 
as  follows : 

In  March,  1885,  lithotomy  was  performed  for  a  small  angular 
pho»phatic  calculus.  The  amount  of  blood  which  then  appeared  in 
the  urine  depended  upon  the  amount  of  exercise  taken.  Since  this 
operation  he  has  suffered  more  or  less  from  catan'h  of  the  bladder, 
which  increased  greatly  in  December,  188$  The  patient  has  always 
bad  very  irritable  mucous  membranes,  his  throat  and  stomach 
frequently  becoming  iniamed  upon  any  sudden  increase  of  mental 
work  or  worry.    In  January,  1889,  he  commenced  to  pass  blood, 
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and  Gontinued  to  do  bo  without  intermi&Bion  for  flva  mo  nth  8. 
The  urine  was  of  a  dark  brown  colour,  the  blood  bemg  uniformlj 
mixed,  the  amount  of  blood  being  worst  at  night.  He  suffered  no 
pain,  and  only  occasional  irritability.  On  examination  I  found 
that  the  prostate  was  not  enlarged,  that  no  residual  urine  was  pre- 
sent, and  that  the  stream  was  full  and  forcible,  never  intermitting* 
On  cystoscopy  no  tumour  or  growth  was  visible  ;  the  mucous  mem- 
brane was  swollen  and  gelatinous  in  eveij  part,  and  of  a  dark,  dull 
pui'ple  colour.  Evidently  the  blood  was  oozing  Jrom  many  points. 
The  injection  of  water  irritated  the  bladder  greatly,  and  he  passed 
an  increased  quantity  of  blood  for  a  few  hours  after  the  examina- 
tion, which  excess,  however,  rapidly  subsided.  He  was  placed  on  a 
generous  diet  and  sent  to  the  Welsh  coast  The  hsematuria  ceased. 
[I  have  corresponded  with  this  patient  for  ten  years,  until  Ma.j, 
1899,  and  have  seen  htm  several  times  in  this  interval  of  time.  The 
haematuria  has  never  returned.] 

Localised  Chronic  Hemorrhagic  Gysiitis. — I  wish  now  to 
draw  marked  attention  to  a  source  of  fallacy  in  localised 
chronic  lissmorrhagic  cystitis.  In  rare  cases,  perhaps 
more  especially  in  the  female,  a  chronic  cystitis  will 
gradually  clear  up  with  the  exception  of  two  or  three 
small  areaSj  which  may  vary  from  the  size  of  a  threepenny 
piece  to  that  of  a  split  pea.  These  remain  haemorrhagic, 
indolently  inflamed,  and  actively  irritating  to  the  rest  of 
the  bladder.  Their  appearance  reminds  me  of  patches  of 
succulent  chronic  urethritis.  The  patches  are  most  often 
seen  towards  the  right  or  left  side  of  the  base  of  the 
bladder,  in  the  ends  of  the  transverse  fold  which  the  col- 
lapsed superior  wall  builds  with  the  base  in  contraction 
of  the  viscns.  Elevated  clumps  of  deep  red,  lack-lustre 
mucous  membrane  will  be  seen  here,  most  suggestive  of  a 
stunted  fibro-papilloma  or  epithelioma.  In  the  earlier  part 
of  my  work  I  have  diagnosed  such  a  three  penny- piece 
sized  patch  in  a  female  bladder  to  be  a  papilloma,  and 
have  clipped  it  out  through  the  dilated  urethra.  On 
microscopy  it  was  proved  by  Mr.  Targett  to  be  a  piece  of 
chronically  inflamed  mucous  membrane.  The  patient  was 
cured  by  the  procedure,  and  I  have  since  wittingly  re- 
moved similar  clamps  in  other  cases  as  the  best  method 


b 


KLICTBIC-LIOHT    CYSTOSCOPY.  133 

of  caring  this  cbronic  condition,  I  have  seen  this  mis- 
take made  bj  others  who  claim  to  be  proficient  in  cysto- 
scopy, and  this  proves  to  me  that  the  chance  of  error  is 
great.  In  the  female  no  damage  is  of  course  dooe  if  a 
mistake  is  made,  for  the  diseased  patches  are  clipped 
bodily  out  with  cutting  spoon  forceps  through  the  dilated 
urethra,  and  great  benefit  results.  In  the  male  subject 
it  is  otherwise.  If  the  mistake  is  made  in  the  male>  supra- 
pubic cystotomy  will  be  advised,  and  this  is  obviously  a 
severe  operation  for  a  clump  of  chronically  inflamed 
mucous  membraue*  I  have  not  yet  fallen  into  this  error 
in  the  male  subject,  but  I  have  known  it  happen.  As  an 
effective  substitdte  I  should  advise  the  male  patient  to  be 
placed  in  the  Trendelenburg  position,  his  bladder  having 
been  previously  emptied,  an  urethral  cannula  should  then 
be  passed  into  the  bladder  and  directed  on  to  the  area 
affected.  The  surface  should  be  dried  under  electric  light ; 
a  tiny  swab,  already  dipped  in  pure  carbolic  acid  and  dried 
by  pressing  it  into  a  fold  of  lint  to  prevent  it  slobbering, 
should  be  passed  along  the  tube  and  applied  lightly  on  to 
the  inflamed  patch  and  withdrawn  at  once.  A  clean  swab 
is  now  used  to  dry  the  cauterised  area,  and  the  tube  with- 
drawn. 

As  an  illustration  of  the  symptoms  of  these  patches  of 
localised  haemorrhagic  cystitis  I  give  the  following  history 
of  the  case  I  diagnosed  wrongly : 

Dr.  Male,  of  Grays,  Essex,  sent  a  lady,  set.  37.  to  me  with  a 
bistorj  of  intractable  and  severe  chronic  cystitis  of  eighteen  months* 
duration.  The  patient  was  cachectic,  wasted,  and  aniemic.  The 
urine  that  was  roided  was  usually  ^ed  with  bloody  tenacious 
muC'O-pus,  speckled  with  scraps  of  phosphate  of  lime.  The  pain  and 
frequency  of  micturition  were  considerable-  Irrigation  and  medi- 
cines had  proved  powerleas  to  reheve.  Cyatoacopy.  On  the  right 
lateral  wall  of  the  bladder,  low  down,  were  two  sessile  **  growths  " 
cOTered  with  dense  muco-pus  and  phosphates.  They  were  ci*usted 
with  phospbates.  Some  areas  of  the  bladder  were  severely  inflamed, 
others  were  le«s.  Operation.  Dilatation  of  urethra ;  two  small, 
monkey-nut,  sessile  protuberances  were  clipped  off  with  the  cutting 
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spoon- forceps  ,-  tliey  were  tough.  Mr*  Targett  reported  these  masses 
to  be  chronically  inflamed  mucoua  membrdne.  The  patient  made  a 
rapid  and  complete  recovery. 


Chronic  CyBlitis, 

The  cystoscopic  appearances  of  chronic  cystitis  depend 
largely  upon  the  degree  of  the  attendant  inflammation. 
If  that  be  slight,  then  the  mucous  membrane  is  strikingly 
white  and  gelatinous  looking  ;  its  thickness,  as  measured 
by  the  ruged,  is  increased.  The  anastomosing  vessels  are 
absent,  whilst  here  and  there  clumps  or  streamers  of  muco- 
pus  are  observed  attached  to  the  surface.  Should,  however, 
a  higher  grade  of  inflammatory  congestion  be  present,  then 
the  entire  surface,  but  more  particularly  the  base,  is  swollen, 
blurred,  and  of  a  dull  dark  red.  Muco-pus  may  be  present, 
but  usually  in  the  form  of  scraps  and  thin  curled-up  flakes 
w*hich  adhere  to  and  peel  off  from  the  walls*  The  sym- 
ptoms of  the  cases  usually  correspond  to  these  appearances, 
the  former  class  exhibiting  less  irritability  and  pain  than 
the  latter. 

Again,  the  former  appearances  are  more  often  met  with 
in  the  less  severe  forms  of  urinary  obstruct! v^e  disease, 
such  as  slight  hypertrophy  of  the  prostate  or  stricture,  in 
which  the  irritation  of  the  residual  urine,  the  endo- 
vesical  presscre,  and  the  loss  of  nerve-force  is  but 
slight. 


CHAPTER  IX. 

ULCERATION    OF   THE    BLADDER. 

This  subject  may  be  simply  bat  sufficiently  considered 
QDder  the  obvious  divisions  of — 

c,.      ,      ,        ^.       ( SpontaDeous, 

A.  Simple  alee  ration  <  ^J^ 

'^  (^  Lonsecutive, 

B.  Tuberculous  ulceration, 
c,   Malignaut  ulceration. 

But  before  glancing  at  the  clinical  aspect  of  each  group 
in  detail,  it  is  advisable^  I  think,  to  briefly  recapitulate 
those  difficulties  and  dangers  which  are  commonly 
encountered  in  the  actual  cystoscopy  of  non-malignant 
ulceration, 

I.    DifiicuUies  of  Inairummiiation  in  No^unmligtiant 
Ulceration  of  the  Bladder, 

(a)  Urethral  Eyperg^sthesia  usually  necessitates  Chlaro^ 
form, — The  deeper  section  of  the  urethra  in  either  sex 
is  distinctly  hyperaesthetic  in  most  cases  of  non-malignant 
ulceration  of  the  bladder.  The  prostatic  urethra  iaL 
usually  exquisitely  sensitive  in  tuberculous  lesions  of  thel 
bladder.  The  intensity  of  the  pain  is,  in  fact,  pathogno^ 
monic  of  the  latter  disease.  This  byperassthesia  is  not  due 
I  to  ulceration  of  the  posterior  urethra,*  for  prostatoscopy 
reveals  nothing  more  than  congestion  of  this  part.  It  is 
generally  advisable  to  examine  under  an  anaesthetic,  for 
cocaine  and  eucaine,  except  in  the  earlier  stages  of  the 

*  Taberculoas  utcemtion  of  the  posterior  tir«tbni  U,  I  b«lieve,  rare,  excet>t 
in  books  snd  on  the  poit^morteni  table  (that  is,  in  tbote  caies  lO  which  the 
diteaie  has  run  its  course). 
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disease,  s&re  insufficient.  It  13  best  to  choose  chloroform^ 
for  with  it  there  ts,  in  mj  opioion,  less  chance  of  indaciug 
Bubseqaent  troable  in  the  kidney,  or  of  producing  coughing 
and  bleeding  during  the  examination. 

(1)  DiJicuUjf  in  the  Introduction  of  Flexible  Instru- 
ments.— ^In  the  tubercalons  male  patient  a  decided  reflex 
spasm  of  the  constrictor  urethra  often  cloi?es  the  mem- 
branous urethra  10  the  soft  robber  or  flexible  gum  elastic 
catheters.  This  may  incline  the  surgeon  to  the  belief 
that  be  is  dealing  with  a  case  of  subpubic  stricture  of 
the  urethra.  Let  a  No.  10  1  silver  catheter  be  selected 
and  passed  with  all  possible  gentleness,  and  held,  whilst 
the  washing  out  is  proceeding,  so  that  the  beak  just  rests 
lightly  on  the  trigone. 

(c)  Difficulty  in  obtaining  a  Clear  Medium. — No  bladder 
needs  so  much  washing  and  re- washing  for  accurate 
cystoscopy  as  a  bladder  affected  by  ulceration.  Eren 
after  the  medium  returns  apparently  clear,  the  cystoscope 
wiD  reveal  adherent  mucus  and  necrotic  shred.  Patience 
must  be  exercised,  and  too  much,  rather  than  too  little^ 
washing  should  be  carried  out,  but  great  care  has  also  to 
be  exercised  ;  compare  II  (a),  p.  138. 

(d)  Slight  Difficulty  in  differentiating  between  Ulcer  of 
an  Ureteric  Orifics  and  Ulcer  near  an  Ureteric  Orifice,-'^ 
The  cystoscopist  must  always  distinguish  between  two 
important  ulcers^ — between  the  ulceration  of  the  orifice 
of  the  ureter  caused  by  descending  ulcerative  ureteritis 
(whether  tuberculous  or  calculous),  and  the  simple 
solitary  ulcer  which  is  commonly  seen  almost  abuttiug 
upon  this  opening ;  for  the  treatment  of  the  one  is  dia- 
metrically opposite  to  the  other.  The  efflux  from  the 
ureter  is  the  best  guide  ;  and  next  to  it  in  certainty  is  the 
plan  of  following  the  interureteric  bar,  which  leads  of 
course  to  the  ureteric  orifice.  Mistakes  are  common  in 
operating,  even  with  the  bladder  exposed  to  view. 

Thus  a  married  lady  was  brought  to  me  with  a  dia- 
gnosis of  an  incurable  bladder  ulcer.  The  urethra  had  been 
dilated  a  year  previously   by  a  very  capable  surgeon,  and 
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an  nicer  had  been  "  detected  upon  the  left  base  bj  touch, 
and  scraped  by  means  of  the  finger-nail/'  On  cystoscopy 
I  saw  an  open^  nice  rated  left  ureteric  orifice,  and  a  fairly 
healthy  bladder.  Tubercle  was  present  in  the  urine.  I 
removed  a  tuberculous  left  kidoey  along  with  the  upper 
half  of  its  ulcerated  and  thickened  ureter.  The  bladder 
ceased  at  once  to  cause  her  pain  or  annoyance.  The 
tobercle  disappeared.  She  became  pregnant,  and  was 
eventually  delivered  of  a  fine  child. 

(e)  Slight  DifficuUy  in  Gauging  Aeeuratehj  the  Pra^ 
gresHve  Changes  in  the  Ulceration, — I  have  been  more 
than  once  amnsed  by  reports  in  the  literature  of  cases  of 
ulceration  of  the  bladder  which  have  been  seen  to  heal 
rapidly  untier  this  or  that  form  of  treatment.  Thus,  one 
snrgeon  reports  a  case  in  which  a  cap-shaped  yellow  ulcer 
was  seen  at  the  trigone  just  behind  the  prostate.  After  a 
fortnight  of  iodoform  emulsion  this  ulcer  is  described  as 
having  healed,  and  a  coloured  drawing  of  it  in  both  stages 
is  appended  to  the  report.  It  is  further  stated  that  in 
another  fortuight  the  patient  left  the  hospital  apparently 
cured  of  his  bladder  irouble.  I  venture  to  doubt  the 
accuracy  of  this  statement,  and  I  should  hardly  allude  to 
it,  except  that  it  permits  me  to  introduce  and  to  illustrate 
the  difficulty  in  gauging  the  healing  or  the  spread  of  a 
tuberculous  ulcer. 

The  size  of  any  object  is  most  difficult  to  estimate  by 
cystoscopy.  The  approach  to  or  withdrawal  of  the  prism 
from  an  object  magnifies  or  diminishes  the  size  correspond- 
ingly. Moreover  it  is  difiicult,  except  to  a  skilled  hand, 
to  so  exactly  place  the  prism  on  two  separate  and  distinct 
occasions  as  to  view  the  object  selected  for  examination 
at  the  ^anie  angle  and  from  the  same  distance.  To  a 
novice  due  appreciation  of  size  is  an  impossibility. 

But  there  is  a  still  greater  difficulty.  It  is  obvions 
that  the  size,  shape,  and  depth  of  an  ulcer  depend  on 
whether  it  is  stretched  or  fiaccid,  and  this  must  again 
depend  on  the  amount  of  water  medium  used  at  the 
examination  and  the  degree  of  elevation  of  the  pelvis*      If 
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the  same  amount  of  medium  and  the  same  degree  of 
pelvis  elevation  is  not  adhered  to  on  every  subsequent 
examination,  the  ulcer  will  vary  in  siae  to  a  remarkable 
extent.  An  nicer  viewed  in  a  four-ounce  medium  is 
probably  one  third  smaller  than  that  viewed  in  an  eight- 
ounce  medium.  Moreover  its  appearance  changes.  Let 
any  cystoscopist  examine  an  ulcer  in  a  fully  distended 
bladder  by  means  of  an  irrigating  cystoscope,  it  will 
appear  as  au  erosion  of  a  flat  surface ;  let  him  now  gradu* 
ally  draw  off  water  from  the  bladder,  and  he  cannot  fail 
to  notice  this  shallow  ulcer  change  to  a  projecting  rolled 
Hunterian  chancre- like  sore. 

LoHtly^  my  experience  of  ulcers  of  the  bladder  teaches 
me  that  they  lieal  most  alowly  ;  months^  not  weaksj  are 
necessary  for  their  entire  cicatrisation.  1  have  known  one 
ulcer  to  remain  unchiinged  for  two  years.  Fretted  by  acrid 
pus,  irritated  by  the  soakage  of  urine  of  varying  speeitic 
gravity^  disturbed  by  the  constant  moveuient«  of  the 
bhidder,  it  is  indeed  surprising  that  they  heal  at  all. 


lit  Dangers  of  hwirumentatimi  in  Non-malignant 
Ulceration  of  the  Bladder, 

(a)  Danger  in  the  endeavour  to  introduce  a  Large 
Amount  of  Mediuvi. — -The  cystoscopist  will  remember  that 
the  bladder  affected  by  non- malign  ant  ulceration  has 
often  a  diminished  capacity.  In  the  earlier  stages  its 
contraction  is  apparent  and  not  real^  for  it  is  merely  the 
muscular  intolerance  of  any  over-stretching  of  the  abraded 
surface^  and  it  is  in  this  respect  analogous  to  the  tonic 
contraction  of  any  sphincter  muscles  affected  by  con- 
tiguous ulceration  (e.  g,  eye,  pylorus^  anus).  But  as 
the  ulceration  spreads  and  the  muscular  layers  become 
more  and  more  exposed  and  more  infiltrated,  there  is  a 
distinct  loss  of  capacity,  due  to  absolute  crippling  of  the 
extensibility  of  the  muscular  planes  ;  whilst  in  the  third 
stage,  when  this  intra-muscular  exudate  has  contracted, 
the   bladder   is    transformed    into  a  small  inelastic   non- 
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COD  tractile  bag  which  cannot  distend.  Hence  to  follow 
a  routine  rnle,  and  to  inject  a  given  amonnt  of  medium  in 
every  case^  is  unwise,  and  may  be  hazardous  in  ulceration 
of  the  bladder* 

At  first  the  taberculous  bladder  will  admit  eight  or  ten 
onnces,  then  six,  then  two  and  a  half  or  even  less. 

Now  two  results  ensne  if  water  is  forced  in  beyond  the 
distension  limit  acquired  by  any  particular  ulcerated 
bladder.  At  first  the  edge  of  the  ulceration  tears,  and  a 
sharp  haemorrhage  occurs,  so  sharp  as  to  render  cysto- 
scopy futile.  If  the  distension  is  persisted  in  the 
muscular  layers  split  aubperitoneally  *  and  extravasation 
ensues*  Thereupon  suppression  of  urine  or  suppurative 
nephritis  will  terminate  the  case.  Theoretically,  even 
slight  lesions  induced  by  over-distension  in  bladders 
affected  by  taberculosis  are  fraught  with  the  danger  of 
immediate  activity  and  extension  of  the  disease. 

To  avoid  these  dangers,  let  the  cystoscopist  ascertain 
before  the  aueesthetic  is  administered  how  much  the 
patient  can  pass  at  one  sitting.  Let  him  add  to  this 
amount  an  ounce  to  represent  the  residual  urine,  for  all 

*  The  following  two  deaths,  for  which  I  &m  responsible,  are  recorded  in 
mj  work  on  'C«rdln»l  Sjmptonifl/  p.  200.  I  bftve  seen  probablj  nbont'* 
dozen  ruptures  of  the  hliidder  in  fifteen  jears*  boepiUl  practice  due  to  «ur- 
gidJ  interference. 

,  Case  1. — W,  F^,  male,  set,  28;  painlesS)  persistent  incontinence  of  nriue, 

I  discovered  eneit])suUted  stones  in  the   prostate,  and  performed  perineal 

I  section.     After  removing  three  stones  &t  hslf  an  ounce  in  weit^bt,  I  washed 

the  prostatic  shell  with  a  stream  of  water,  but  did  not  pass  any  catheter  into 

j  the  bladder.     Total  suppression  of  nrtne  came  on,  nnd  he  died  the  second  dny 

after  the  operation.  I  found  a  rupture  at  the  right  base  passing-  tbroni^b  the 
mnco-musctitar  wall,  and  nrine  eztravasated  beneath  the  peritoneum.  The 
wash  water  bad  evidentlj  entered  the  contmcted  bladder,  and  bad  over- 
distended  it.     Left  kidney  was  tuberculous. 

I  ClBB  2.— Mary  E — ,  mt.  29.     1  attempted  in  the  course  of  two  months  to 

dilate  a  contracted  tuberculous  bladder^  which  held  half  a  teaspoonfuL  When 
I  had  caused  it  to  be  gradnalty  distended  to  two  ounces,  the  muscle  split  at 

i  the  right  base,  and  an  abscets  formed  at  that  spot  beneath  the  peritoneum. 

She  died  eight  weeks  iifterward».  The  right  kidney  was  a  mere  sac  of  cheesy 
material ;  the  left  kidney  was  in  a  state  of  acute  suppurative  nephritis.  A 
tbrce-onnce  abscess  was  found  at  the  right  bladder  base,  deep  in  the  pelvis. 
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ulcerations  of  the  bladder  tend  to  slight  atouy.  Let  this 
be  about  the  quantity  of  medium  injected  and  withdrawn 
in  washing.  But  supposing  this  little  point  is  overlooked 
and  the  patient  is  already  fully  under  the  anaesthetic  when 
the  washing  is  commenced?  Let  the  cystoscopist  stop 
injecting  directly  the  patient  naoans  or  flinches  or  jerks 
his  legs.  This  he  will  assuredly  do,  although  deeply 
anaesthetised  J  for  the  bladder  reflex  in  ulceration  of  that 
organ  is  present  long  after  the  conjunctival  reflex  has 
been  abolished. 

(b)  Danger  in  inducing  Oysto-pyelo-^iephritis  by  the 
Washing^'^ — Lastly,  there  is  in  every  case  of  non-malig- 
nant nlceration  of  the  bladder  a  tendency  to  cystitis  after 
washing.  In  most  cases  of  vesical  tubercle,  one  or 
other  kidney  is  coincidentally  affected.  Hence  a  danger 
of  ascending  septic  pyelitis  is  always  incurred  in  wash- 
iDg  out  tuberculous  bladders  in  the  middle  and  later 
stages  of  the  disease.  It  is  wiser  at  the  completion  of 
an  examination  to  throw  in  a  weak  solution  of  nitrate  of 
silver  (gr,  j  in  10  oz.),  and  after  it  has  been  in  a  couple 
of  minutes  to  draw  it  off  again.  This  manoeuvre  tends 
to  cheek  any  infection. 


Simple  ITlceratloii  of  the  Bladder, 

Our  knowledge  of  the  clinical  history  of  non-malignant 
ulceration  of  the  bladder,  other  than  that  due  to  tubercu- 
losiSj  is  still  meagre  and  inaccurate.  Oor  ignorance  is 
perhaps  excusable,  for  the  diagnosis  and  prognosis  of  such 
simple  lesions  of  the  mucous  membrane  in  pre-cystoscopic 
times  were  beset  with  difficulties. 

In  the  first  place,  such  cases  often  drag  on  for  years. 
They  often  pass  through  phases  which  are  characterised 
by  entirely  different  groups  of  symptoms*  They  are  not 
diagnosable  except  by  sight,  for  the  finger  of  an  ex- 
perienced operator  cannot  detect  an  ulcer  unless  it  has 

•  Exmiiples  are  uddueed  in  author's  'Cardliiiil  Sjraptomi  of  Uriniiry  DU- 
ente,'  p.  1QS> 
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become  encrasted  with  pbospliateof  lime,  or  anless  it  baa 
eaten  sufficiently  deeply  and  widely  to  form  an  upraised 
eroded  edge. 

Hence  it  waa  only  on  post-mortem  subjects  and  rare 
aopm^pubtc  cases  undertaken  before  1887  that  any  de6mte 
ulcer  of  the  simple  type  could  be  diagnosed.  As  a  con- 
sequence of  this  the  treatment  was  neglected  and  the 
prognosis  was  always  grave,  for  the  medical  practitioner 
was  haunted  by  the  teaching  that  chronic  ulceration  of 
the  bladder  was  tantamount  to  tuberculosis,  and  he 
anticipated  all  such  vesical  trouble  to  extend  eveotually 
to  the  kidney  and  lungs  and  to  end  fatally ."'^^ 

Ten  years  of  incessant  practice  with  the  eystoscope 
convinces  me  that  our  teaching  on  vesical  ulceration 
requires  modification.  I  am  convinced  that  a  simple 
spontaneous  form  of  ulceration  is  met  with,  which  is 
usually  solitary,  and  which  is  wrongly  diagnosed  as 
tuberculous,  and  as  wrongly  considered  incurable. 

At  the  same  time,  I  am  quite  alive  to  the  extreme 
difficulty  of  discriminating  on  visual  grounds  between  a 
solitary  simple  chronic  ulcer  and  a  solitary  chronic  tuber- 
culous ulcer.  This  probably  can  only  be  settled  by  keep- 
ing in  touch  with  patients  for  long  periods  of  time — five 
to  ten  years.  The  subject  is  a  difficult  one,  and  though 
I  have  endeavoured  to  treat  it  fairly,  I  feel  sure  the  ten 
years  I  have  watched  such  cases  is  hardly  long  enough. 

Simple  vesical  ulceration  t  may  be — 

Spontaneous,  as  in  the  solitary  simple  ulcer. 
Consecutive,  as  in  those  following  upon  cystitis  or 
prostatitis. 


*  Not  long  »go  I  operated  on  a  patient,  who  for  fifteen  years  had  been 
labelled  "ulceratioo  of  the  bladder."  He  had  talccn  ten  grain*  of  morpbia 
daily  to  relieve  the  pain  of  a  hoge  ttone,  which  occapled  me  an  hoor  t^  crntb 
and  evacuate* 

t  There  ii  no  Advantage  to  be  gained  by  diicQjstng  accidental  uleert,  snch 
ai  thoae  which  are  dne  to  the  "  eatheti^r  en  demeore,"  or  Uthotrite  or  cysto* 
scope.  These  have  no  clinical  interest,  and  are  evidences  of  indifferent  or 
rongh-baiided  surgery* 
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The  Solitary  Simple  TOcer. 

I  must  acknowledge  it  came  to  me  as  a  fresh  and 
ioterestiag  fact  to  discover  that  the  bladder^  like  the 
stomacli,  may  become  affected  hy  a  solitary  simple  ulcer. 
The  diseases  have  certain  features  in  common  ;  they  may, 
indeed,  be  identical  in  causation.  They  both  occur  on 
the  posterior  wall  *  of  the  viscus,  near  an  orifice.  The 
vesical  ulcer  on  the  posterior  wall;t  near  the  ureteric 
orifice  ;  the  gastric  ulcer  near  the  pylorus  (76  per  cent,).  J 
Both  chronic  forms  are  usually  solitary — the  gastric  in 
87  per  cent.  Both  may  originate  in  lymphoid  nodules. 
In  both  the  chief  symptom  is  profuse  hsemorrhage  (75*4  per 
cent,  in  the  stomach).  Both  tend  to  scar,  and  their  cica- 
trices to  warp  the  normal  contour  of  the  viscus.  The 
bladder  ulcer  is  probably,  like  the  duodenal  ulcer^  more 
common  in  man,  the  gastric  in  woman. 

It  must  be  distinctly  understood  that  the  solitary  simple 
vesical  ulcer  will  be  rarely  encountered. 

A  well -nourished  man,  aged  twenty,  came  under  my  notice  in 
1888p  with  intermittent  attacks  of  profuse  bsematui'ia  and  constant 
penile  pain.  He  never  had  had  aexual  connection.  With  the  cjsto- 
scope  I  saw  on  the  poBterior  wall,  behind  the  interureteric  bar,  a 
email  ulcer  the  size  of  a  ehilMng.  It  had  an  upraised  gelatinous 
edgG  and  a  blood-atained  slougby  base.  Its  aspect  reminded  me  of 
the  scar  of  a  bullet- impaction  on  a  target,  I  was  not  allowed  to 
operate,  but  I  have  watched  the  case  since »  The  patient  has  reported 
bis  progress  to  me  every  year.  During  1894  the  symptoms  dimin- 
ished, that  is  after  seven  years,  and  by  18&6  they  had  dis* 
appeai'ed. 

•  It  seems  far-fftcbed  to  luetition  tlie  posterior  w&ll,  but  a  Uttle  conside- 
ration wiU  sbow  tbc  render  that  much  of  his  life  is  gp«iit  in  the  GUpine 
postvire,  and  that  mQcb  of  the  loenle  of  n  di«eaBe  luoj  be  dctermiiied  by  the 
jjro longed  congestion  of  ile<.^p  posture. 

t  The  hladderi  when  tnoderately  fiUed,  umy  he  said  to  hftve  five  snrfjicefl : 
the  pubic,  posterior  or  reetnl  j  superior  or  intestiimlj  and  the  two  lateral  or 
obturator  surfaces  (Morris,  *  Anatomy/  1893,  p»  1054). 

J  Drs.  Samuel  and  Soltau  Fenwick, '  Ulcer  of  the  Stomach,*  par.  3,  p,  7 
ft  ttq. 


PLATE    ViU. 


SolitAjy  iiinple  ulcer  to  the  inner  side  of  the  ariBoe 
of  thtj  right  uTwter, 


B. 


Thu  wwn*^  uJcer  hualed^  showing  piuckered  scale. 


Jkdt  d  DanidsMn,  iJd.,  LUK 
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I  presume  the  ulcer  in  this  case  has  healed,  but  I  do  not 
lay  any  stress  upon  the  surmise,  for  I  have  never  had 
another  opportunity  of  using^  the  cystoscope.  I  merely 
mention  the  case  as  having  been  the  first  to  come  under 
my  notice  and  draw  my  attention  to  the  disease. 

Since  then  I  have  been  able  to  examine  and  re-eiamine 
various  patients  of  both  sexes  with  a  similar  form  of 
vesical  ulcer.  I  have  never  met  wjth  tliem  in  women  who 
have  not  had  children,  and  the  possibility  of  the  pressure 
and  infection  due  to  childbirth  renders  a  diagnosis  of 
spontaneous  simple  vesical  ulceration  in  women  open  to 
question. 

Most  of  my  patients  with  solitary  simple  ulcer  have 
been  young  men  at  or  about  the  age  of  twenty.  I  have 
carefully  selected  those  who  have  had  no  venei-eal  history, 
and  I  find  certain  salient  features  common  to  all,  and 
these  combine  to  form  a  clinical  picture  which  I  thiuk 
may  be  taken  as  fairly  typical  of  a  solitary  ulcer  of  the 
posterior  wall,  though  it  cannot  be  accepted  as  diagnostic 
of  that  ulcer  being  simple. 

There  are  two  varieties;  the  chronic  ulcer^  which  is 
the  form  usually  encountered,  and  the  acute  perforating 
ulcer. 

Chneral   Characteristics   of   the  Solitari/    Simple  Chronic 
Ulcer  of  the  Bladder, 

There  is  usually  only  one  ulcer,  hence  I  have  called  it 
solitary.  Its  size  rarely  exceeds  that  of  a  shilling,  and 
ite  sitaation  is  nearly  always  to  the  inner  side  of  the 
ureteric  orifice  and  on  a  level  with  that  opening  (Plate 
VIII  a)  .  It  usually  affects  the  tissues  of  the  posterior  wall, 
and  does  not  actually  entrench  upon  the  trigone,  though  its 
area  of  surrounding  iuflammation  extends  to  that  struc- 
tare.  Its  edges  are  upraised  and  a  little  thickened,  its  base 
uneven  and  sloughy.  It  is  usually  shallow,  and  extends 
almost  to  the  muscle  planes.  The  muscle  bundles  are  not 
clearly  dissected^  as  in  exfoliating  cystitis,  but  are  usually 
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obscured  by  necrotic  tissue  or  adherent  mucus,  I  have 
never  had  the  material  for  a  microscopy  through  the  base. 
There  is  no  doubt  it  is  exquisitely  tenderj  for  finger 
pressure  from  the  rectum  over  its  site  is  hardly  tolerable, 
and  the  tonic  spasm  of  the  vesical  and  urethral  inuscleSj 
as  evidenced  by  a  diminished  capacity  of  the  bladder  and 
deep  urethral  spasm ^  are  marked  features  of  its  presence. 
It  remains  in  an  indolent  state  for  months  or  years. 


Changes  in  the  Ulcer. 

(«)  Deposition  of  Lime  Phosphate  in  the  Male, — 
Some  ulcers,  if  not  all,  become  coated  with  a  layer  of 
phosphate  of  lime.  This  ernst  accumulates  in  thickness, 
is  shed  periodicaliyj  and  passed  per  urethram,  loading  the 
best  of  surgeons  to  suspect  the  presence  of  a  calculus*  Such 
phosphatic  scales  are  recognisable  as  ulcer  crusts — they 
are  flat,  eroded  plaques  of  greyish  phosphate  of  lime, 
which  readily  break  across.  They  are  also  easily  dis- 
tinguished from  tbe  thin  cup  or  concave  crusts  which  are 
formed  on  lobules  of  epitheHomatous  growth  and  on  renal 
papillie,  but  they  cannot  be  diagnosed  from  those  flat  crusts 
which  form  on  necrotic  patches  of  carcinomatous  degenera- 
tion, or  from  those  which  accompany  certain  forms  of 
tuberculous  ulceration  of  the  renal  pelvis,  I  have  had 
occasion  to  suspect  that  these  crusts  jnfiy  eventually  con- 
stitute the  nucleus  of  a  phosphatic  stone,  but  this  compli- 
cation is  rare* 

I  have  not  seen  in  the  male  patient  those  limpet-shaped 
crusts  which  I  hnve  noticed  in  the  female.  Nor  have 
I  noticed  that  they  form  in  the  male  those  secondary  con- 
tact abrasions  and  ulcers  which  I  have  found  in  the 
female.  But  this  may  be  merely  an  error  of  observa- 
tion. 

(?;)  Deposition  of  Phosphate  of  Lime  in  the  Femah ; 
Contact  Ulcers, — In  the  female  bladder  there  is  a  tendency 
to  form  '*  contact  ulcers/^    Thus  a  heaped-up  limpet  crust 
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rubs  the  corresponding  opposite  wall  of  the  viscus,  and 
on  the  abraded  sarface  thus  formed  lime  phosphate  is 
deposited*  This  occurred  in  a  few  of  my  cases  just 
behind  the  pnbes.  There  appears  a  distinct  ledge  in 
this  position,  which  becomes  a  regular  little  bed  of 
adherent  phosphate  (Fig,  58) »     I  used,  in  demonstrating 

FlO.  58, 


Vertical  i ection  of  bladder  and  utenm*  The  shaded  arem  on  tbe 
poiterior  wall  is  the  orig-inal  encrutted  olcer,  and  that  on 
pubic  wall  of  tbe  bladder  repre«euta  the  encrtuted  **  con- 
tact" ulcer. 


them,  to  call  them  stalagmite  and  stalactite  ulcers^  in 
order  to  impress  upon  my  cystoseopj  class  the  necessity 
of  examining  for  a  pubic  wall  deposit;  for  if  the  floor 
nicer  only  is  scraped  and  the  ledge  ulcer  is  left,  the  case 
will  not  improve. 

(c)  Tendency  towards  Tuberculosis, — It  appears  to  me 
that  there  is  a  distinct  tendency  towards  tuberculous 
change  in  these  single  ulcers.  It  may  be  urged  that 
solitary  simple  nicer  of  tbe  bladder  does  not  exist,  and 
that  the  cases  I  have  watched  and  even  treated  are 
examples  of  very  torpid  chronic  tuberculosis.  Probably 
some  are  of  this  nature,  for  the  only  means  I  have  had 
of  differentiating  the  two  classes  consisted  in  the  detection 
of  tbe  tubercle  bacillaa  in  the  urine;  and  this^  even  in 

10 
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well-marked  tabercalosis,  is  sometimes  uadiscaverable. 
I  have,  however,  watefaed  cases  in  which  the  ulcer  has 
healed  withoat  anj  extension  or  appearance  elsewhere 
of  tubercaloas  trouble,  and  of  these  I  have  taken  a 
hopeful  view,  believing  them  to  be  "  simple.*'  I  may 
add  that  many  of  these  solitary  simple  nlcers  appear  in 
young  people  with  the  facies  formerly  designated  as 
"  strumous,^'  and  the  cases  which  turn  out  to  be  tuber- 
culous may  be  infection  or  implantation  of  tubercle  on  a 
simple  ulcer. 

(d)  Cicutrisation. — Such  ulcers  tend  to  heal  without 
treatmentj  but  the  process  is  very  gradual,  and  I  believe 
it  is  distinctly  retarded  by  the  deposition  of  phosphate 
of  lime  upon  the  ulcerated  snrface.  At  least  it  has 
seemed  to  me^  watching  eases  for  years,  that  those  ulcers 
which  are  uncoated  heal  the  quicker. 

Like  any  other  healing  ulcer  of  an  extensile  mucous 
membrane,  the  vesical  ulcer  contracts  in  healing  and 
drags  upon  the  surrounding  surface-  As  the  raucous 
membrane  in  the  bladder  is  infinitely  thinner  and  more 
lissom  than  that  of  the  stomach,  the  scar  puckerings 
form  thick  radiating  folds  (Plate  Till  b),  which  extend 
from  the  scar  as  a  centre,  and  stretch  over  quite  a  quarter 
of  the  bladder  area,  warping  the  contour  of  that  organ 
and  curtailing  at  first  its  useful  extension.  These  fixed 
folds  may  become  massy  and  even  keloid  in  appearance. 
When  examined  by  the  cystoscope  in  a  fully  distended 
bladder  they  remind  one  of  miniature  watersheds,  for 
between  each  fold  there  is  a  shallow  depression  of  the 
bnlged-out  healthy  mucous  membrane.  Heoce  these 
ridges  appear  to  divide  adjacent  valleys. 

As  time  goes  by,  these  cords  atrophy  or  are  pulled  out 
more  and  more,  and  gradually  in  the  progress  of  years 
only  fine  lines  remain,  which  appear  taut  and  white  under 
the  pressure  of  distension. 

(e)  Ulceratiofi  of  ike  Radiating  Rib -like  Cicatrices, — I 
have  never  seen  the  scar  of  the  original  ulcer  break  down, 
nor  have  I  any  evidence  that  ©pitheliomatous  changes  occur 
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io  the  scar  tissue  aoalogoos  to  that  which  is  obserred  in 
cicatrices  of  tbe  skin ;  bat  the  thick  ribs  or  folds  which 
radiate  from  the  scar  occasionatly  ulcerate^  aod  if  the 
original  scar  was  covered  with  phosphate  of  lime,  these 
secondary  ulcers  are  similarly  crusted  with  the  same 
material.      The  reverse  of  this  holds  troe. 

Fallacy. — If  the  cystoscopist  operates,  as  I  have  often 
done,  and  touches  a  secondary  ulcer  on  one  of  these  rib- 
folds,  he  may  be  almost  led  to  believe  he  is  attacking 
an  epitheliomatous  ulcer,  so  dense  and  hard  is  the  edge 
of  the  ulcer  and  so  cupped  and  uneven  its  base. 

Ulceration  of  the  rib-folds  is  very  slow  in  healing. 


Gkneral  Characierieiics  of  the  Acute  Perforating  ?  Ulcer  of 
the  Bladder. 

A  single  case  is  a  poor  reason  for  suggesting  that  an 
acate  perforating  nicer  may  form  spontaneonsly  in  the 
bladder,  and  I  should  almost  avoid  doing  so  for  fear  of 
unduly  straining  the  analogy  between  vesical  and  gastric 
ulcers,  were  it  not  right,  I  think,  to  place  a  single  fact 
on  record,  in  order  to  draw  attention  to  the  snbject.* 

A  young  man  set.  17,  without  venereal  hiRtory,  was  sent  to  me  by 
Br.  Leggatt,  of  Norwood,  for  severe  djsuria.  The  patient  had  been 
perfectly  well  until  three  weeks  before  I  saw  hjm.  He  then  passed 
a  little  blood  and  was  seized  with  uncontrollable  bladder  irritation. 
being  forced  to  pass  water  every  half -hour,  day  and  night.  I 
cjatoflcoped  at  once,  nnder  anseBtbesta,  the  boy  flinching  and  moan- 
ing at  three  and  a  half  ounces  distension.  The  entire  surface  was 
puffed  np  as  if  Schleich*B  Buhinacous  injection  had  been  employed^ 
infiltrate  by  air  and  water^ — a  condition  I  had  not  met  with  before 
or  since.  The  left  ureteric  orifiice  was  a  buried  slit  and  the  right 
oonld  not  be  seen,  but  suspiciously  near  its  usual  site,  and  in.  the 
ordinary  solitary  nicer  position,  was  a  roundish,  ragged  hole,  the 

*  I  am  well  swsre  that  the  liter»tiire  contsina  poit-niortem  uscoantt  of 
p«rf orating  nicer;  but  I  am  dealing  with  cases  whtch  leem  of  spontaneoui 
orig^ 
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«ize  of  a  sizpeimj  piece.  The  edges  were  tharplx  cat  and  ulcerated. 
The  hole  looked  deep,  and  I  tbongbt  it  waa  an  enonnoiis  areteric 
orifice  at  firat.  At  eacH  expiration  there  bloblied  ont  of  the  bole 
■crape  of  alougb  and  clunipe  of  mucna,  onlj  to  be  auclced  in  and 
disappear  at  each  inapiration.  I  gare  no  diagnoda,  but  re-examined 
in  a  wed^  The  bladder  held  more ;  the  hok  led  into  a  distinct  poachy 
ont  of  which,  by  anpra-pnbic  presanre,  I  conld  drive  debris^  slough, 
mncna,  and  water  in  a  mah,  but  on  lifting  my  band  off  the  pubic 
region  it  was  sucked  back  again ;  a  similar  but  more  placid  churn- 
ing out  and  in  took  place  as  before  on  respiration- 

The  orifice  of  the  right  ureter  lay  outside  this  hole.  I  now  let 
him  come  round  from  the  anssthetic  and  induced  retching.  The 
outrufih  of  muck  from  the  hole  obscured  the  light  at  once.  He  lost 
all  hia  ^mptoms  and  left  the  hospital  in  a  fortnight. 

I  re-examined  a  month  later  in  his  own  urine,  which  was  quite 
clear.  The  bladder  was  heaJthj  in  every  part.  To  the  inner  aide 
of  the  right  areteric  orifice  was  a  dark*  finger-tip -sized,  black  hole. 
Ko  muck  or  debris  came  through  it.  Rectal  examination  revealed 
nothing  definite.    There  was  no  evidence  of  tubercle  anywhere. 

Just  criticism  might  take  exception  to  this,  and  assert 
I  have  been  recording  a  congenital  hernia  of  the  mncous 
membrane.  I  can  only  remark  that  I  have  been  accus- 
tomed to  examine  hernial  openings  of  the  mucous  mem- 
brane j  both  congenital  and  acquired j  and  I  have  never 
Been  one  like  this.  I  believe  it  to  have  been  the  sudden 
perforation  of  the  muco*muscular  coats  of  the  bladder,  and 
as  the  peritoneal  layer  is  here  detached  and  distant  from 
the  bladder  a  collection  of  urine  formed  locally,  being 
prevented  from  extending  along  the  cellular  tissue  planes 
of  the  pelvis  by  inflammatory  adhesion  and  oondensatioii 
set  up  prior  to  the  giving  way  of  the  ulcer. 

Symptomatology, 

There  are  certain  salient  features  of  the  chronic  form 
of  the  disease  which  serve  to  point  to  ulcer  of  the 
mucous  membranej  though  not  to  permit  of  an  authoritative 
diagnosis  being  made  of  the  nature  of  the  ulcer.  Most  of 
my  patients  have  been  young  men  about  the  age  of  twenty^ 
without  any  venereal   history.     The    onset   was  usually 
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sudden,  the  initial  symptom  being  a  {requency  of  urina- 
tion. After  a  few  hours  bloody  urine  has  appeared  and 
subsided  J  a  sensation,  varying  from  an  itching  to  a 
decided  pain,  was  noticed  at  the  penoscrotal  bend  of  the 
urethra  (Fig.  59,  P,sO- 

The  three  symptoms  increase  pari  passu  with  the 
deepeDing  of  the  utcer. 

The  Frequefiey  of  Urination. — The  frequency,  which 
was  at  first  a  marked  symptom  in  the  day,  appears  at 
night,  the  patient  rising  twice  or  thrice.  Cross-examina- 
tion as  to  the  sleep  posture  may  elicit  an  important  clue, 
*'  I  cannot  lie  on  my  right  side,^^  says  the  patient  with  a 
right-sided  ulcer,  "  or  I  have  to  get  np  more  often  to 
urinate.  I  must  lie  on  the  left."  From  this  the  clinician 
may  gather  that  an  ulcer  is  on  the  right  side,  and  that 
the  bladder  reflex  is  unduly  irritated  by  it,  for  an  ulcer  is 
always  irritated  by  superincumbent  pressure  or  by  a 
urine  of  heavy  specific  gravity.*  The  clinician  cannot 
draw  any  conclusion  from  this  as  to  the  nature  of  the 
ulcer  or  as  to  its  exact  site,  for  the  orifice  of  the  nreter, 
if  ulcerated,  produces  this  same  symptom,  which  an  ulcer 
placed  just  beside  it  does  (cf.  page  210)  ;  but  he  can  infer 
without  fear  of  mistake  that  some  loss  of  surface  exists 
on  the  side  the  patient  cannot  sleep  upon. 

Another  very  interesting  clinical  fact  lies  in  the 
dependence  of  the  frequency  upon  the  pain.  If  the  pain 
is  great  the  frequency  is  great,  slight  pain  usually  means 
slight  frequency.  Control  the  pain  by  opium  by  the  mouth, 
or  morphia  by  the  bowel,  and  the  frequency  diminishes. 
Blunting  the  sensitiveness  of  the  ulcer  checks  the  reflex 
spasm  of  the  vesical  muscles  which  causes  the  frequency* 
Thus  one  patient  whose  frequency  of  urination  was  every 
ten  minutes,  could  hold  urine  three  or  four  hours  easily 

*  It  hu  been  ihown  ttiAt  if  the  kidneys  are  lecreting  ariaet  of  dilTereat 
denittiei  (for  instattce,  tbat  elimiimted  before  and  after  a  tneal),  and  if  tbe 
bladder  is  kept  flome  bourt  in  absolute  rest  in  one  potitioD^  that  the  eontained 
urine  wilt  be  arranged  in  ttrmta*  the  loweat  atratum  baring  tbe  higheet 
•peeific  g^vity. 


M 
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if  naorphia  was  administered  by  the  boweK  Morphislias 
not  the  eame  effect  on  inflatnmatoiy  irritabililr- 

Or,  again,  by  protecting  the  nicer  from  the  urine  by  an 
application  of  nitrate  of  silver,  the  frequency  is  diminiahad. 
It  was  almost  abolished  in  one  case  for  twenty- four  hours. 

The  BsETnaiurta, — Onr  text-books  aasert  that  ulceration 
does  not  produce  a  violent  bleeding  like  malignant 
growth.     I  can  only  say  that  I  have  seen  recurrent  and 


Fio.  59. 


profuse  haematuriaB  of  arterial  hue  in  simple  ulceration, 
and  in   the  invasive  ulcerations  of  chronic   taberculosis 
{page  181)  ;  I  have  even  seen  some  who   have  suffered 
pom   clot  retention.      When  it  is  remembered  that  the 
venous  and  arterial  plexuses  around  the  ureteric  oriSce 
/  are   large^   and   that  the    vessels    enter    and    leave    the 
/  bladder  in  this  particular  region,  the  occasional  profuse- 
/   ness  of  the  haemon^hage  is  not  to  be  wondered  at* 
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Pain, — The  situation  of  the  pain,  its  cod  slant  character, 
and  its  occasional  severity  are  also  worth  noting. 

There  is  constant  pain  in  the  penile  nrethraj  usually  on 
the  onder  surface  at  or  near  the  peno-scrotal  junction 
(Fig^.  59,  P.B.),  This  is,  in  some,  greatly  increased  by 
exercise.  One  man  I  watched  used  to  walk  about  guard- 
ing his  penis  from  a  jar  or  jolt  by  carrying  it  in  his  hand, 
introduced  through  a  slit  purposely  made  in  the  trouser 
pocket.  Some  tread  cautiously,  as  if  they  had  a  big 
stone  in  their  bladder. 


Life  History  of  a  Solitary  Simple  Ulcer. 

The  life  history  of  a  solitary  simple  ulcer  may  be 
divided  into  three  stages.  The  Jirst,  of  variable  duration, 
is  before  the  advent  of  cystitis ;  the  ulcer  may  not 
extend  deeply,  and  it  may  heal  in  this  stage.  Symptoms 
of  frequency,  blood,  and  pain  are  complained  of,  but  they 
are  not  marked. 


W.  B —  (O.P.,  xvi,  68),  fft,  20,  with  on  t  venereal  history  or  sexual 
intercourse,  with  no  familj  history  of  phthisis,  was  suddeiUy  seized, 
three  months  hefore  I  saw  bim,  with  a  bnmixig  pain  in  the  urethra 
at  the  peno-pcrotal  bend.  The  pain  was  onjy  there  during  mictu- 
rition. Fotiiteen  days  after  onset  blood  appeared  in  the  urine. 
Since  then  bright  huematuria  with  clots  has  occnri^ed  once  or  twice 
a  week*  Exercise  had  no  effect  on  the  pain  or  the  blood.  There 
was  no  marked  frequency,  for  he  could  hold  water  for  four  hoars^ 
and  rose  once  at  night. 

Urine,  sp.  gr,  1U22,  acid,  with  a  microscopical  amount  of  pna. 
No  eyidence  of  tubercoloas  chauge. 

Cygi4>9Copy. — Situated  to  the  inside  of  the  right  ureteric  ori£ce» 
low  down  on  the  posterior  wall  and  partly  overlaying  the  trigone 
(Fig.  60),  was  a  film  of  greyish-white  phosphatic  muco-pus.  The 
centre  was  eroded  *  forming  a  superficial,  red- edged  ulcen  The  rest 
of  the  mucous  membrane  was  in  faultless  health,  and  the  capacity 
of  the  viscus  normal. 

SequeL — I  saw  thia  patient  two  and  a  half  years  later.  On 
cystoscopy  I  found  only  a  little  reddened  nipple- like  scar  where 
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Bladder  laid  open  to  show  trigone.     Shaded  area  represents  nicer. 
Fig.  61. 


Bladder  laid  open  to  show  trigone.   Shaded  area  represents  position  of  ulcer. 
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the  ulcer  was,  also  a  little  tucking  up  of  ttie  mucouB  membrane 
around,  extending  radiailj  from  the  scar  aa  a  centre. 

P.  G — ,  a  robust- looking  man  of  20,  witliout  venereal  history  or 
familj  historj  of  phthisis.  I'wo  months  before  seeing  me  he 
noticed  blood  in  his  urine,  and  simultaneously  be  had  to  pass  water 
once  at  night. 

At  the  end  of  six  months  the  bleeding  ceased^  bat  glans  pain 
after  micturition  appeared  and  vesical  irritabtlitj  Increased. 

Fre.  62. 


^ 


Bladder  laid  open  to  show  trigone.     Shaded  area  represents  nicer. 


Urine,  sp.  gr.  1015,  pus  one  sixteenth,  acid.  I  cyatoacoped  and 
saw  a  small  ulcer  in  the  usual  area  on  the  posterior  wall,  low  down, 
near  the  base  of  the  trigone.     No  eTidence  of  tubercle  anywhere. 

I  suggested  to  the  medical  attendant  that  the  bladder  should  be 
washed  oat  with  silver  nitrate,  gr.  j  ad  Jviij. 

1  heard  nothing  of  this  patient  for  two  years.  I  was  then  asked 
by  the  medical  attendant  to  re-examine.  1  leamt  the  following 
interesting  history.  For  two  years  the  patient  had  daily  washed 
out  his  own  bladder  with  nitrate  of  sUver  (gr.  i  ad  3  ji  balf  an  ounce 
of  which  was  always  left  in  the  bladder).  This  relieved  him.  If 
he  did  not  wash  he  used  to  get  terrible  pain  in  the  penis  and 
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Here  is  a  case  Qlastrating  a  mach  deeper  sore  : 


J.  W^,  St.  19  (OJP.,  Tol.  sir.  116),  witliovit  Tcaepeal  or  pbUiifiical 
loMUnj^  ^kt  noDtlifl  before  cotnmg  under  mj  notice,  was  seised  \ 
with  so  Tiotcnt  a  pain  at  the  peno-scrotai  bend  of  tlie  iiretlira, 
towards  the  close  of  sn  ordinary  nrinadon,  that  he  canght  hold  of 
the  Drinal  slab  to  aare  himself  from  ^ling  down.    This  pain  eased , 
and  led  till  the  next  znictarition,  when  it  recurred.      Somewhat ' 
freqnent  mictiirition  set  in  at  once— four  times  in  the  daj  and  onoe 
at  night. 

Fourteen  dajs  after,  violent  snpra-pnhic  spasms.  Blood  appeared 
fire  weeks  after  the  onset  symptoms ;  first  little  clots,  then  bright 
red. 

Pain  continued  in  the  penis ;  it  was  only  on  micturition,  bnt  a 
supra-pubic  acbe  spread  all  round  the  buttoc^ks  and  sacrum  ;  fre- 
quency augmented  until  it  was  every  half^hour,  and  three  or  four 
times  at  night,  Stiains  greatly,  never  satiaSed.  Urine  1022,  acid» 
trace  of  pus  and  albumen. 

This  was  hiH  condition  when  I  Raw  him  in  December,  1893. 

Ci/i*#o«copy.— Ulcei-ation  on  posterior  wall,  between  ureteric 
orifices, 

TJircf  nwnllis  later.— Fatient  was  placed  on  small  doses  of  mer- 
cury for  a  hard  chancre  of  meatus,  contracted  three  weeks  pre- 
viously. 

Six  monthti  later. — Still  pam  at  tbe  glana  penis  as  he  stops  at  the 
end  of  the  stream,  but  is  less  severe  than  at  first.  Urine  1014^ 
trace  of  albumen;  still  loses  a  little  blood  from  the  urethra  when 
straining  at  stool. 

^int^  mmtihg  t^ier. —Frequency  Las  disappeared;  still  pain  at  end 
ot  uiicturition  itnder  surface  of  glans  penis. 
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ISco  and  a  half  years  after, — Bladder  bealtby,  but  at  tbe  luiddla 
of  the  wallf  two  inches  from  edge  of  trigonet  was  a  red  keloid  8cai% 
the  ridges  of  which  diverged  from  the  centre  like  a  star.  These 
radiating  ribs  were  continued  some  distance,  fading  into  sharp  thin 
folds.     He  held  twelve  ounces.     He  is  free  of  all  symptoms. 

Second  gta^e. — The  stage  of  cystitis.  In  common  with 
all  forms  of  chronic  ulceration  or  necrosis  of  the  vesical 
mucous  membrane^  the  **  solitary  ■ '  ulcer  shows  a  marked 
tendency  to  become  encrusted  with  phosphate  of  lime 
upon  the  supervention  of  cystitis.  From  the  date  of  the 
commencement  of  this  deposit,  the  character  of  the  sym- 
ptoms  alters.  The  phosphatic  crust  becomes  heaped  up, 
often  like  a  limpet  shell,  which  it  resembles  visually. 
From  time  to  time  pieces  break  off,  and  are  passed  with 
more  or  less  suffering,  or  they  are  retained,  and  increased 
in  size  until  they  form  deBnite  calculi.  I  crushed  one 
in  1890  nearly  an  ounce  in  weight.  As  the  fretted 
bladder  becomes  more  and  more  inflamed  by  the  irrita- 
tion of  these  rough  crusts,  so  the  grade  of  the  cystitis 
increases  in  severity.  The  inflammatory  exudation  tra- 
verses the  muscle  layers  (interstitial  cystitis),  and  at 
first  shackles  their  free  extension.  Later  on,  when  the 
infiltration  becomes  absorbed  or  contracted,  it  reduces  the 
capacity  of  the  viscns  to  a  few  ounces.  Even  in  this  stage 
the  energetic  scraping  of  each  individual  ulceration,  or 
wherever  there  is  adherent  phosphatic  material,  and  the 
subsequent  daily  injection  of  iodoform  emulsion,  may 
cause  the  surface  to  heal,  and  the  capacity  to  improve 
slightly, 

Tfiird  stage, — In  this  stage  the  mucous  membrane  has 
become  more  or  less  destrojecl.  The  bladder  is  a  mere 
inelastic  bag,  capable  of  holding  an  ounce  or  so.  The 
patient  is  troubled  with  extreme  frequency  of  micturition, 
or  suffers  from  incontinence.  Although  I  have  met  with 
such  cases,  I  suspect  that  this  stage  is  rarely  reached,  for 
the  ascending  pyelitic  changes,  which  affect  the  ureters 
and  the  kidney,  generally  terminate  the  sufferings  of  an 
untreated  patient  towards  the  end  of  the  second  stage* 
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I}iagnosis» 

As  I  meutioned  before^  tliere  are  real  difficulties  to 
be  encountered  in  the  exact  diagnosis  and  prognosis  of 
solitary  simple  ulcer  of  the  bladder. 

Three  distinct  conditions,  all  markedly  similar  in  the 
symptoms  they  evoke,  yet  differing  widely  in  the  pro- 
gnosis and  treatment,  have  to  be  carefully  considered. 

1.  The  solitary  simple  nicer,  which  appears  on  the 
posterior  wall  to  the  inner  side  of  the  ureteric  orifice, 

2.  The  solitary  chronic  tuberculous  ulcer  appearing 
in  patients  of  tuberculous  diathesis  or  inheritance,  in 
the  same  position  as  the  simple  ulcer,  viz,  to  the  inner 
side  of  the  ureteric  orifice. 

3.  The  frimary  diffuse  submucous  deposit  of  tubercle 
in  the  bladder,  which  is  not  necessarily  ulceration,  which 
appears  in  the  lower  part  of  the  superior  or  intestinal  wall. 
This  is  primary  tuberculosis  of  the  bladder. 

These  three  conditions  have  very  similar  symptoms  at 
the  outset,  fine  points  of  difference  only  being  notice- 
able* 

Thus  the  solitary  simple  ulcer  starts  usually  with  peno- 
scrotal  burningj  followed  by  a  rush  of  blood  and  extreme 
penile  pain — ^then  some  frequency. 

The  solitary  tuherculous  ulcer  starts  suddenly  with 
frequency  and  then  hsemorrhage,  but  in  many  there  has 
been  some  pre-existing  tangible  tuberculous  deposit, — an 
epididymal  abscess  of  causeless  origin,  a  knot  of  deposit 
of  tubercle  in  the  seminal  vesicle  or  prostate,  or  may  be 
an  old  tuberculous  joint  or  bone  affection. 

Diffuse  primary  vesical  tuberculosis,  on  the  other  hand, 
starts  suddenly  with  frequency,  not  with  bleeding.  This 
frequency  is  accompanied  by  glans  pain.  It  differs  from 
the  two  preceding  forms  in  the  fact  that  the  haemorrhages 
are  never  profuse  in  the  earlier  stages,  and  rarely  so  in  the 
later ;  for  it  is  a  disease  which  never  starts  primarily  as 
an  ulceration,  but  as  a  deposit  in  the  submucous  tissues, 
which  ulcerates  through  at  a  later  stage^  after  which  it 
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extends  laterally  along  the  submncous  layers,  and  not 
deeply  at  OBe  point, 

Ifj  then,  we  meet  with  a  yonng  adalt  in  whom  the 
initial  symptoms  were  stidden  and  characterised  by  re- 
peated causeless  sharp  hasmatnrias,  increased  frequency  of 
arinationj  and  urethral  pain^  we  have  in  all  probability  to 
deal  with  a  solitary  ulcer  of  the  bladder. 

Cystoscopy  decides  at  ouce  between  the  solitary  ulcer 
and  diffuse  tuberculosis.  In  the  solitary  ulcer  the  sheen 
of  the  rest  of  the  bladder  is  perfect  at  the  outset,  and 
the  capacity  normal. 

In  diffuse  submucous  infiltration  of  tubercle  affecting 
the  bladder  primarily,  the  regions  of  the  ureteric  orifices 
are  liealthy  at  the  outset,  but  the  superior  or  intestinal 
wall  is  patched  with  areas  of  uniform  vivid  red ;  the 
vessels  cannot  be  distinguished  in  them,  and  the  epi- 
thelium can  be  seen  peeling  off  in  small  white  flakes  of 
necrotic  tissue. 

But  is  the  ulcer  a  solitary  simple  nicer,  or  a  solitary 
tuberculous  ulcer  ?  I  believe  it  is  at  first  impossible  to  tell 
the  difference  upon  mere  visual  grounds.  Other  evidence 
as  to  its  character  must  be  diligently  sought  for — a  small 
knot  in  the  corresponding  seminal  vesicle  or  prostate  or 
epididymis,  or  the  detection  of  the  tubercle  bacillus  settles 
the  question-  If  no  tangible  evidence  of  tubercle  exists, 
our  prognosis  is  very  hopeful. 
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Prognotis, 

The  prognosis  of  the  solitary  simple  ulcer  in  the  first 
stage  is  very  hopefuL  Some  cases  I  have  recorded  have 
healed  during  the  course  of  years.  The  scars  have 
remaioed  firm,  and  the  patients  have  remained  apparently 
in  the  best  of  heaUK  When  cystitis  has  supervened  the 
prognosis  mast  be  guarded,  for  the  chanoe  of  backivard 
dilatation  of  the  ureter,  from  warping  of  the  orifice,  and 
the  asceDding  waves  of  inflammatory  change  which 
traverse  the  atonic  ureters  and  gradually  cripple  the 
renal  tissue,  cartails  the  duration  of  life,  althoagh  they 
may  not  abruptly  termiuate  it.  Much  good  may  still  be 
done  in  the  second  and  third  stage  by  curettage,  and  a 
patient  may  live  for  years  passing  water  every  half-hour 
day  and  night* 

Treatment  of  the  Solitanj  Simple  Ulcer. 

First  stage, — In  the  cases  I  quote  (page  151),  the  ulcers 
have  healed  either  spontaneously  or  by  the  aid  of  injeo- 
tions.  I  am  sure,  however,  it  is  unwise  to  trust  to  expec- 
tant methods.  Curettage  and  excision  yield  such  good 
results  that  they  should  be  undertaken  as  soon  as  possible. 
I  urge  this  more  especially  because  of  the  difiiculty  of 
saying  whether  the  solitary  ulcer  is  benign  or  infected 
with  tuberculosis,  and  the  same  treatment  is  the  sound 
surgery  for  both  classes.  The  patient  can  be  prepared 
for  the  operation  by  the  exhibition  of  sandal  oil  or  by 
maltine  and  opium;  but  it  must  be  remembered  that  the 
patient  may  consider  himself  *^  cured  '*  by  these  remedies, 
for  relief  is  usually  obtained  at  once.  Even  the  single  irri- 
gation necessary  for  cystoscopy  affords  marked  relief  and 
deters  the  patient  from  accepting  operative  measures, 
and  valuable  time  is  liable  to  be  thus  lost. 

Second  etage, — I  know  of  no  curative  medicine  when 
once  the  ulcer  has  become  encrusted  with  lime  phos- 
phate   (second   stage),    but    I   have    used   hexamethylen 
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tetramiue  (gr.  iv  ad  Oss)  with  some  success.  Vesical 
washes  are  better.  Lactic  acid  (from  1  per  cent.)  or 
nitrate  of  silver,  or  mineral  acids  are  of  use,  but  thej  are 
very  trying  and  uncertain.  The  best  way  is  to  thoroughly 
scrape  the  surface  of  the  ulcer.  In  men  this  may  be  done 
through  the  urethra,  by  means  of  an  open  curettage  tube, 
worked  uoder  control  of  the  lights  or  more  roughly 
through  a  perineal  wound,  In  women  curetting  is  easy 
enough.  A  28  (Fr.  gauge)  speculum  is  introduced  in  the 
Trendelenburg  position,  and  the  ulcer  scraped  every  other 
day  under  electric  light,  or,  better  still,  the  urethra  is 
slightly  dilated  with  a  conical  dilator,  and  the  Utile  finger 
introduced,  and  the  asepticised  finger-nail  used  as  a 
curette.  It  is  surprising  how  rapidly  cases  in  the  earlier 
stages  improve  after  this  treatment.  I  have  known  a 
fortnight  a  sufficient  time  to  start  a  healthy  action  in  an 
ulcer  of  months^  duration,  the  patient  ultimately  getting 
quite  well, 

Tftird  ^itrc/e.— Treatment  in  this  stage  is  not  only  dis- 
appointing but  dangerous.  Perineal  incision  in  the  male^ 
or  urethral  dilatation  in  women,  may  lead  to  absolute 
incontinence,  or  worse,  to  fatal  pyelo-nephritis.  Still,  if 
the  patient's  life  is  a  burden,  and  much  phosphatio 
material  is  collecting,  an  iucisiou  through  the  perineum 
in  man  (never  supra-pubically),  or  the  dilatation  of  the 
urethra  in  the  female  to  admit  the  Hi  tie  finger,  is  the 
only  true  surgery  which  can  be  suggested.  The  b  J  adder 
should  be  freely  scraped  with  a  curette  or  the  asepticised 
little  finger  nail,  iodoform  rubbed  in,  and  the  bladder 
freely  drained  for  a  fortnight-  A  daily  wash  of  iodoform, 
gr.  V  to  the  ounce  of  mucilage  water,  is  valuable. 

Criticism* — I  repeat  most  emphatically,  that  the  solitary 
simple  ulcer  and  the  solitary  tuberculous  ulcer  heal  un- 
der active  curettage  in  the  early  stages,  but  the  diffuse 
primary  vesical  tuberculosis  is  made  infinitely  worse  by 
such  a  procedure.  The  disease  is  merely  disseminated,  and 
the  patient,  if  of  the  male  sex,  is  left  with  a  supra-pubic 
wound  which  often  as  not  remains  unhealed. 
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I  fear  surgeons  often  do  more  harm  than  good  by  iii- 
terfering  with  the  tuberccloaa  bladder  without  ascertain- 
ing  the  exact  character  of  the  disease  they  are  attacking. 
I  suspect  that  the  very  favourable  reports  which  have  ap- 
peared from  time  to  time  in  the  press,  of  *'  cure  *'  of  tuber- 
culous ulcer  of  the  bladder  after  curettage  and  draioage, 
have,  in  some  instances  at  least,  been  attacks  upon  the 
solitary  simple  ulcer^  or  the  solitary  tuberculous  ulcer, 
which  so  nearly  resemble  the  diffuse  form  of  primary 
vesical  tuberculosis  in  symptoms,  but  which  differ  from 
it  so  markedly  in  prognosis,  and  should  differ  in  treat- 
ment. 

Facts  demuuittraiing  the  close  Eelatimwhip  hetween  some 
Forms  oj  apparently  Solitary  Simple  Ulcer  aitd  Tuber- 
culosid. 

Several  cases  apparently  of  solitary  simple  ulcer,  which 
I  have  watched  for  long  periods,  extending  over  years, 
have  eventually  developed  tuberculosis  in  other  regions, 
the  original  ulcer  having  healed.  This  would  indicate,  in 
my  opinion,  either  a  fault  in  the  original  diagnosis,  or  an 
nicer  occurring  in  a  patient  whose  tissues  were  prone  to 
develop  tuberculous  processes,  I  select  the  two  following 
illustrations. 

(a)  In  March,  1896,  I  examined  a  patient  sent  by  Dn 
Horace  Richardson,  with  typical  symptoms  of  solitary 
ulcer,  and  with  a  typical  sharply-cut  solitary  ulcer  to  the 
inside  of  the  right  ureteric  orifice.  He  gradually  improved 
under  treatment,  and  in  two  years  the  ulcer  had  completely 
healed.  But  I  then  detected  a  small  deposit  of  tubercle, 
the  size  of  a  pea,  in  the  left  lobe  of  the  prostate. 

(b)  I  performed  perineal  section  in  1888  upon  a  man 
aged  25,  and  scraped  a  crateriform  ulcer  in  the  left 
ureteric  region,  which  had  been  bleeding  four  years.  He 
recovered,  healed  completely  and  remained  well,  corre- 
sponding with  me  for  ten  years. 

Three  years  after  he  writes  :  "  I  can  feel  nothing  wrong 
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unless  I  get  a  cold,  I  work  from  five  o'clock  in  fche 
morning  until  nine  o'clock  at  night,  and  have  four  miles 
to  walk  each  way/* 

Eight  years  later  :  haemoptysis  sudden  and  profuse. 

Ten  years  later  :  pronounced  phthisis. 

Eleven  years  later  :  died  from  severe  baamorrhage  from 
the  lungs. 

Simple  Consecutive  TJlceration. 

This  is  principally  encountered  in  two  forms  : 

(a)  Simple  ulceration  consecutive  to  severe  chronic 

cystitis. 

(b)  Simple  ulceration  consecutive  to  slight  catarrhal 

prostatitis. 

(a)  The  simple  ulceration  of  the  bladder  which  occurs 
in  the  course  of  a  chronic  cystitis  is  not  a  complication 
often  met  with,  judging  from  cystoscopy  of  that  disease^ 
though  it  is  often  diagnosed. 

In  younger  patients,  especially  in  women,  it  is  seen 
mostly  ou  the  superior  and  lateral  walls.  In  older 
patients  of  the  male  sex  it  is  most  often  found  at  the 
base  of  the  bladder,  this  location  being  probably  deter- 
mined by  the  chemical  action  of  the  residual  urine.  Of 
the  latter  class  I  need  not  speak,  except  to  corroborate 
cystoscopically  the  feeling  that  it  often  leads  to  recurrent 
stone  in  the  bladder.  In  fact  the  subject  in  its  entirety 
would  hardly  seem  to  warrant  reference,  were  it  not  that 
the  condition  complicates  and  renders  most  obstinate  a 
simple  disease ;  and  were  it  not  that  it  can  only  be 
diagnosed  accurately  by  means  of  the  cjstoscope,  and 
only  accurately  treated  under  control  of  the  eye. 

The  erosions  are  neither  large  nor  deep ;  they  are 
generally  encrusted  by  earthy  phosphates,  the  particles 
of  which  penetrate  into  the  basal  slough  and  adhere 
most  tenaciously  to  it.  The  parts  most  often  affected 
are  the  edges  of  the  opening  of  hernial  protrusions 
{vide  p,   165),  the  prominent  convexities  of  the  natural 
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folds  of  mucous  membrane,  the  solid  mtemreteric  bar, 
aud  the  uvula  vesicse. 

Not  only  do  such  breaches  of  surface  tend  to  diminish 
the  capacity  of  the  bladder  by  actual  loss  of  surface, 
but  they  keep  it  iu  a  perpetual  state  of  reflex  spasm  ; 
whilst  the  crusts  by  actual  friction  deepen  the  grade  of 
cystitis  and  increase  the  severity  of  the  symptouis. 

If  then  a  case  of  chronic  cystitis  proves  obstinate, 
especially  if  spasm  pain  is  suffered  from,  the  cystoscope 
should  be  employed  ;  and  if  a  phosphatic-covered  patch 
or  an  erosion  or  a  definite  ulcer  be  detected,  it  should  be 
treated  topically  and  energetically, 

I  have  known  patients  to  make  no  progress  for  months, 
but  continue  to  pass  the  same  large  amount  of  muco-pus, 
and  to  suffer  the  same  amount  of  pain  at  the  end  of  the 
penis  after  uri nation  or  use  of  the  catheter^  and  yet  when 
ulceration  was  detected  by  the  cystoscope  and  efficiently 
treated  they  recovered  quickly  and  completely.  The 
following,  which  proved  the  most  interesting  of  any  of  my 
male  series,  is  a  case  in  point ; 


Sugar  mould  {h  forming  on  tdeercUiom  of  tlu  mt*^ow*  membratie. — 
A  gentleman*  set-  65,  was  sent  to  me  by  Dr.  MllU  in  October,  1896. 
He  had  been  under  many  men  in  town,  and  Br.  Marc  at  Wildong«n, 
He  complained  bitterly  of  a  frequency  of  urination,  which  averaged 
every  hour  by  day  and  every  balf^bonr  bj  night,  the  act  being  pre- 
ceded by  pain  at  the  bladder  neck.  He  had  10*15  graiias  of  sugar 
to  the  ounce  in  his  urine.  There  was  no  residuum.  The  prostate 
was  small  for  his  age,  plump,  and  even-lobed.  I  treated  blm  for 
nine  months,  clearing  the  wat«r  of  sugar,  but  without  causing 
the  slightest  diu»inution  in  the  frequency.  Finally,  I  demanded  an 
examination  to  clear  up  the  reason  for  this  obstinacy.  On  cysto- 
Bcopj  I  was  surprised  to  find  small  surface  ulcerations  over  the  base 
and  posterO'Snperior  wall.  Some  of  these  erosions  were  florid  and 
bare,  others  were  covered  with  a  white  dense  material  like  mould  on 
jam.  Yeast  cells  were  not  detected  in  the  urine.  Learning  that 
the  patient  had  had  syphilis  many  years  ago,  X  placed  him  on 
iodides,  and  gave  him  an  iodoform  hi  adder- wash.  To  my  surprise 
his  three  years*  frequency  abated,  the  mould  disappeared,  the  ulcers 
healed,  and  in  three  months  he  held  water  for  five  hours  at  a  time. 


164 


IXECTfilC-LIOHT    CTSTOeOOPr. 


Treatment  of  the  UJc^aii&n  of  Chronic  Cystitis, — ^It  will 
be  found  that  acid  washes  (lactic^  hydrocliloric^  nitric^ 
acetic),  followed  br  nitrate  of  silver,  and  this  again  by 
iodofono,  will  osnally  clean  and  heal  the  ulcerations  in 
the  male.  If  these  means  prore  ineffectual  the  ulcers 
should  be  curetted  tbroogh  an  urethral  tabe^  or  throngli 
a  perineal  incision «  In  the  female  the  treatment  is  easier 
and  more  energetic,  but  even  with  the  uataral  advantage 
of  an  accessible  bladder,  ulcerations  are  often  very  obsti* 
nate.      Here  is  a  case  in  point : 

A  married  ladj,  aboat  tbe  age  of  35,  caoie  to  oie  with  a  histarjr  of 
baring  suffered  from  severe  cjetitU  for  three  jears.  She  had  worn 
an  urinal,  for  she  was  unable  to  hold  water  more  than  half  an  boor. 
She  bad  been  passing  collections  of  phosphatie  material  with  infinite 
p&in.  Her  bladder  oqIj  held  an  ounce  and  a  half  under  ether.  It 
was  greatly  scai-red  by  ulceration ;  the  scar  riba  were  keloid  and 
ulcerated  in  pai-t^.  On  each  ulcer  was  a  thin  phoephatic  crust.  I 
scraped  the  ulcerations  through  an  open  tube  and  applied  iodo- 
form. For  weeks  no  improTement  ensued,  but  the  ladj  and  I 
persisted.  Finally  I  dilated  the  urethra  to  the  size  of  my  little 
finger,  thoronghly  ascepticised  the  naU,  and  scraped  eaeh  ulcer. 
She  returned  every  few  weeJcs ;  each  time  the  cystoscope  enabled 
me  to  detect  phosphatic  encrusted  ulcers.  Nitrous  oxide  gas  was 
usually  administered,  and  the  ulcers  scraped.  I  cannot  say  how 
many  times  this  was  done,  I  believe  on  fifteen  separate  occasions ; 
but  our  joint  patience  was  rewarded,  for  the  bladder  healed  and 
gradually  recovered  its  capaeily,  and  in  a  y^tr  she  could  hold  six 
ounces  of  water.  Improvement  went  on  now  uninterruptedly  and 
without  any  surgical  assistance.  I  watched  this  lady  eight  and  a 
half  years.  Her  last  report  1 1900)  about  her  vesical  health  was,  *•  I 
am  as  other  women  in  retaining  urine." 

I  have  bad  other  and  similar  cases^  but  further  illn&- 
tration  is  not  needed. 

The  general  principleB  may  be  summed  up.  All  cases 
of  obstinate  cystitis,  especially  those  suffering  from  spasm 
or  much  frequency^  should  be  examined  if  possible  with 
the  cystoscope  if  no  tangible  cause  for  the  chronicity  (stich 
as  stone,  tubercle,  prostatic  carcinoma)  can  be  discovered. 
If  phosphatic   covered   ulcers  are   discovered  the  crnsts 
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magi  be  removed  and  the  ulcers  treated  topically,  or  the 
patient  will  not  be  cured.  The  methods  I  have  found 
mofifc  suitable  to  effect  this  object  have  been  already 
mentioned. 

An  Especial  Fallacy. 

There  is  an  especial  cystoscopic  fallacy  to  be  avoided 
in  the  chronic  cystitis  which  occurs  in  elderly  men,  or  in 
those  who  have  suffered  from  obstrnction  to  the  urinary 
outlet.  It  is  remarkable  how  frequently  the  dimpling^ 
the  depressions,  even  the  small  hernise  of  the  mucous 
membrane  resemble  shallow  nlcerations.  It  is  not  un- 
common for  the  edges  of  these  depressions  to  be  slightly 
eroded,  even  ulcerated  at  one  point ;  and  the  cystoscopist, 
seeing  an  ulcerated  edge,  jumps  to  the  conclusion  that  the 
depression  within  the  ulcerated  ring  is  the  base  of  an 
ulcer,  whereas  it  is  only  a  depressed  circle  of  mucous 
membrane  badly  illumined  or  half  in  shadow  (Fig.  63). 

Fig.  63, 


An  alcerated  bemiftl  orifice. 


(b)    Simple  nice  ration  consecutive  to  prostatitis. 
I  have  already  mentioned  that  the  superior  or  intestinal 
wall  of  the  bladder  may  become  inflamed  from  an  inflamed 


1G6  ELtcrsic-iiGaT  crsiOBOorr. 

trigone  or  vesical  orifice  by  direct  inocabtion^  for  in  the 
empty  bladder  this  wall  falls  over  aod  comes  into  direct 
appositibn  with  the  orifice  (p.  124).  This  inocnlation 
patch  osnally  heals  quickly.  I  have  cases  in  which  this 
highly-placed  stiperior  wall  patch  ulcerated^  and  as  one 
case  which  I  watched  for  ten  years  has  a  sequel^  I  give 
it  here  in  detail. 


FroHaU  inflamed  6y  pnmtaiie  »eed  ealtmli  /  uieeratiom  of  tuperior 
wall  bf  direct  inoculaium  ;  uderremmg  mmface  h§^t^y ;  cure;  peri^ 
neal  §ecii<m  ten  ftars  afier^  aiui  rtmowd  of  VMHty  loiye  eneap9ulaMi 
pnmiaiit  gian£s.—F,T — (O.P^vii,  212),aBt.34.  never  had  gooorrhosa, 
one  brother  died  of  phthi^i^,  married,  seen  in  1889  with  symptoms 
of  prostatic  pain  in  perineum^  slight  canaeleaa  prostatic  urethral 
discharge,  great  frequency  in  mictnrition  (every  hour  in  the  day). 
No  evidence  of  tubercle ;  had  passed  a  phospbatic  crust. 

Cyttotcoprj. -^On  postero-superior  wall  of  bladder  are  two  ulcers, 
one  like  a  healing  vaccine  crust,  and  the  other  like  &  true  Huntenan 
chancre,  oval  in  shape,  with  a  raised  edge.  Oiifice  of  bladder  and 
adjacent  trigone  deeply  inflamed « intervening  wall  healtby. 

CyttoMcopy,  six  months  later. ^^ A  small^  round,  upraised,  flat- 
aurfaced  ulcerated  patch,  size  of  a  pea^  on  superior  waU.  A  little 
to  the  left  side  of  this  is  a  vivid  red  fold  of  pincbed-up  mucous  mem- 
brane, evidently  a  healing  ulcer.  Entire  base  still  nicked  up, 
reddish  and  gelatinous ;  pix>stjite  swollen. 

0f9to§eopy,  tivehe  monihs  later. — ^Bladder  bleached*  still  one  small 
ulcer,  prostate  still  swollen  but  less  tender ;  no  calculus  to  be  felt 
in  it. 

CyEtoMcopy,  hco  yean  later. — Healthy. 

Six  yeartt  later. — Healthy. 

Ten  year»  letter. — Began  to  pass  flat  pbosphatic  atones.  Old  syin- 
ptoma  recuriiug,  but  in  addition  to  these  there  is  difficalty  in 
voiding  urine. 

Ten  years  avd  nin^  months  faf^r.^Examined  with  cystOBCope. 
High  up  on  Buperior  wall  a  red  patch  and  a  distinct  ulcer  like  a 
chancroidj  but  no  stone;  but  on  withdrawing  cystoscope  I  struck  a 
calculus  in  the  prostatic  uretbra,  I  could  not  push  tbis  into  the 
bladder,  so  I  did  perineal  sect  ion  and  found  the  proBtatic  tissue 
packed  with  eight  Irregular  faceted  Btones,  in  addition  to  the  one 
projecting  into  the  prostatic  cbannel. 
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CHAPTER  X. 

TUBBSCULOUS    ULCEBATIOM    OF   THE    BLADDEK. 

In  writing  this  account  of  ulceration  of  the  bladder  due 
to  tuberculosis,  I  nduiit  at  once  that  some  of  my  state- 
loeDts  and  opinions  are  at  variance  with  those  curreutlj 
adopted  by  the  profession,  I  do  not  attempt  to  reconcile 
the  conditions  which  I  have  noted,  or  the  facts  which  I 
have  collected  in  tlie  cases  I  have  studied,  with  the 
accepted  teaching,  but  ptirsae  the  plan  I  am  attempting 
to  carry  out,  of  placing  on  record  only  that  which  I  have 
personally  observed.  At  the  same  time,  in  justice  to  the 
reader,  I  append  some  of  the  opposed  dicta  in  the  foot- 
notes. My  remarks  are  based  on  180  cases  of  genito- 
urinary tuberculosis,  but  my  statistics  refer  to  the  first 
157  male  cases  in  my  list. 

All  tuberculosis  of  the  urinary  bladder  lends  sooner  or 
later  to  ulceration  of  the  surface  of  the  mucous  membrane 
It  is  accepted  that  the  bladder  may  be  affected  through 
three*  distinct  avenues  ; 

A.   Primarily :    no    other    deposit  to    be    found    co- 
existing in  the  patient. 

*  It  is  madviiable  for  tbe  sake  of  clmical  succinctness,  even  were  it  poc- 
•iblet  to  add  to  these  diTisioDt  that  atypical  class  of  infection  by  tubercle  of 
pre-fxistiog  isflaminatory  cbanges.  I  have  bad  a  raried  exi>erienc«  of  these 
pauling  fonoi.  Thus  I  have  watched  tnbercle  supervene  upon  ordinary 
nephritis;  upon  a  simple  pvelitisj  upon  stone  in  tbe  kidney  ;  upon  bruise  of 
the  kidney;  npon  contafl:ion  froiu  a  psoas  absceca ;  upon  the  vesical  atony  of 
spinal  injury  ;  upon  tbe  effects  of  the  back  pressure  of  stricttire;  even  upan 
tbe  inflammatory  relics  of  a  gonorrbcea  ;  bat  tuch  casei  follow  no  fixed  laws 
and  bare  no  distinct  clitiical  history. 
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B.  By  extension  from  a  tuberculous  focus  in  the 
male  genital  apparatus^  or  in  the  kidney  or 
ureter  in  either  sex.* 
c.  Secondarily,  by  way  of  the  blood-stream,  from 
some  pre-existing  focus  placed  outside  the 
genito-urinary  tract. 

I  submit,  and  attempt  to  show,  that  each  of  these 
classes  can  be  recognised  cystoscopically  when  they  are 
in  their  earlk»t  stages ;  that  each  has  a  distinct  prognosis 
of  itB  own ;  that  each  has  an  appropriate  treatment,  and 
that  if  the  disease  has  to  be  combated  vnth  any  reason- 
able hope  of  cure,  each  case  must  be  detected  early, 
classiOed  rightly,  and  treated  not  by  any  fixed  method 
applicable  to  all,  but  on  lines  which  seem  most  adapted 
to  that  particular  class. 

For  iustance,  if  tubercle  affects  the  bladder  primarily, 
the  deposit  will  be  fouud  in  nearly  every  case  on  the 
superior  wall  away  from  the  neck.  It  will  be  useless  to 
scrape  it  supra-pubically  as  is  adyisedj  for  it  is  not  on  the 
surface,  hot  beneath  the  mucous  membrane.  It  is  not 
simply  localised,  but  diffused.  The  best  form  of  treatment, 
in  addition  to  improved  hygiene  and  proper  diet  and 
medicine,  is  the  injection  of  Koch's  new  tuberculin. 

The  consecutive  deposit  which  appears  by  extension 
striken  most  often  into  the  bladder  where  the  genital  and 
the  urinary  tracts  meet,  not  at  the  prostate,  as  Mr.  Morris 
opines,  but  at  or  to  the  side  of  the  ureteric  orifice.  It  is 
naually  seen  first  as  an  ulceration,  and  it  repays  operative 
interference  according  to  its  origin  and  grade  of  activity. 

Tubercle  affecting  the  bladder  secondarily  does  so  at 
any  part,  even  on  the  anterior  wall  (Philip),  and  may 
appear  as  a  multiple  or  single  deposit.  Its  prognosis  is 
usually  comparatively  ^ood,  miliary  tubercle  excepted, 
for  its  tendency  is  to  slough  out* 

Now  let  us  examine  these  groups  more  in  detail. 

•  I  cannot  accept  the  belief  tbat  tnbercle  ia  often  comrauni cable 
coituf  bj  ttibercttbuB  vn^iiiftl  macus*  thoagli  tliis  view  is  supported 
workers  as  Cobnlieim,  Verne uil,  Fouruier,  and  others. 
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A.  Primary  Vesical  TubereulosiB, 

It  is  contended  that  the  bladder  is  never  invaded 
primarily  by  tuberculosis,  but  that  there  is  always  some 
pre-existing  focus  from  which  it  is  infected  secondarily. 
Probably  there  is  no  structure  except  the  skin  and  the 
respiratory  tract  which  can  be  said  to  be  primarily 
affected.  But  this  is  surely  of  but  little  consequence. 
Tuberculosis  does  become  localised  lu  the  genito-urinary 
system,  and  often  remains  for  years  in  the  different 
sections  of  that  tract  without  affecting  other  parts  of  the 
body.  It  is  much  more  profitable  to  determine  which 
part  of  the  tract  is  most  often  primarily  attacked^  and 
what  is  the  relative  tendency  of  each  section  to  be  so 
invaded.  Especially  is  it  important  to  formnlate  the 
exact  symptoms  which  denote  the  invasion  of  a  primary 
deposit,  for  it  is  very  evident  that  unless  the  very  earliest 
inroads  of  the  disease  are  detected  and  checked,  that 
delayed  treatment  will  prove  unavailing  against  its  re- 
lentless and  destructive  progress. 

All  writers  disagree,  and  must  disagree,  as  to  the 
relative  frequency  with  which  each  section  of  the  urinary 
tract  is  invaded  by  tuberculosis.  Those  who  see  large 
series  of  this  particular  disease  are  perhaps  more  reliable 
guides  than  those  who  meet  with  isolated  cases ;  but  even 
amongst  the  former  great  divergencies  in  opiuion  are 
apparent. 

Many  difficulties  and  sources  of  error  account  for  the 
variety  of  opinion.  Chief  among  them  is  the  power 
possessed  by  the  tuberculous  kidney  to  evoke  symptoms 
which  throw  suspicion  apon  the  bladder — such  as  penile 
pain  and  irritability  of  the  bhidder,^ — and  the  only  means 
at  our  disposal  of  correctly  localising  tfie  section  of  the 
tract  primarily  invaded  is  by  early  use  of  the  cystoscope. 

My  statistics  of  the  relative  frequency  of  the  position 
of  the  actual  primary  invasion  are  not  accurate,*  for  only 

•  Author,  "  The  Rectal  Contoiu-  of  «  Thouamnd  Prostate*/*  *  Brit.  M«d. 
Joorn.,*  p.  395,  pi.  1,  1899*     If  fyinptoms  are  to  be  depended  on,  and  thcT 
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certain  cases  in  my  series  were  examioed  witli  the  cysto- 
scope  in  their  earliest  stages.  This  being  acknowledged^ 
I  subTnifc  that  the  following  statements  are  worlby  of 
criticism  and  credence, 

Sifnaimn  of  the  Primary  Vemcal  Tuhercuknus  Deposit. — 
The  cystoscopist,  if  he  has  opportunities  of  examining 
patients  in  the  very  earliest  stages,  will  find  the  usnal  situ* 
atioD  for  the  primary  attack  to  be  on  the  posterior  or  the 
superior  (intestinal)  wall  *  (Fig.  64).  This  is  irrespective 
of  iex.  I  have  examined  as  early  as  the  third  or  fourth 
month  after  the  onset  of  the  vesical  symptoms,  and  the 
disease  was  even  then  ohvious  on  the  superior  wall  and 
microscopy  demonstrated  the  presence  of  the  bMcillus 
later.  I  eliminate  in  this  statement  cases  who  may  have 
the  superior  wall  affected  by  contact  with  the  orifice 
{cf.  page  125).  I  have  also  watched  well-marked  instances 
of  the  posterior  wall  deposit,  that  is  of  that  portion 
of  the  wall  which  lies  immediately  behind  the  trigone. 

Appearance, — The  incursion  is  never,  as  far  as  my 
experience   goes,   in  the   form  of    miliary  tnbercle.t     I 

liru  not*  tubercle  finit  made  its  appearance  in  like  male  case*  in  llie  following 
iitea — kidney  and  ureter,  25  eate»  =  I6'8  per  eeot* ;  bliidder,  56  cafes  =  S5 
pet  cent.;  profttnte  and  epididymis  coiticidently,  S8  ca#eB  =  £4  per  rent.; 
proitAte,  6  cMes  =  3  per  cent.;  epidicl^inii>,  39  en  sea  »  21  per  cent. 

•   iStntfmenta  per  contra  : 

**  Th«  trigonwl  mticoia  is  by  fur  the  most  likely  to  tafiTer/'^Bry^on 
(Morrow*!  *  Syateui,'  vol.  i,  pt.  ii,  p,  864). 

"  Tbe  trigon*  it  usually  tbe  fitaning'|H>ii)t  m  primary  tuierttilobts  of  tbe 
blndder/'— Spiin  (' Oemto-Urinary  Tubercle/  p.  187), 

•*  It  ti  mneb  more  likely  that  tlie  deep  ttrcthra  is  the  tUrting'point/*— 
MnrrU  (•  LTrijiiiry  Organ /  i,  p.  391), 

•'  The  trigone  it  the  part  attacked/*— Gfiterbock  ("  Die  chimrg.  Kranklieit. 
dcr  HMriiorgnne/  p.  395), 

t  Sfntfrnrnf*  prr  contra  : 

"  The  initid  clmngo*  arc  foujul  to  be  greyish,  miliftry  tubercles,  situated 
on  the  inpiTt^diil  liiyer  of  tbe  t»pitbe1ium/* — Wbtte  and  Martin  ('  Genito- 
Urinnry  Diacnio*/  p,  664), 

"  The  pr«x^ts  begiD»  with  the  formation  of  typicul  grey  nodules  in  the 
uiacoua  membrane." — Senn  (ibid.»  p.  187). 

•*  it  commence*  witb  an  irruption  of  tuberclet  in  Ibe  trtgonal  inncofa/* — 
Bryton  (ibid.,  864}. 
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have  seen  fine  non -ulcerated  grey  miliary  tubercle  scat- 
tered over  tie  eutire  bladder  in  patients  who  have  died 
of  acute  general  miliary  tnbercnlosis,*  and  miliary  nodnles 
are  often  found  in  the  last  stages  of  the  disease  either 


Fig,  tU. 


BUdder  and  proitate  tirethra  laid  open.  The  diffuse  form  of 
piimary  ve^icjil  tuberculcwis  app«ar«  at  fthaded  areiB  ml  A  on 
postero-stiperior  wall. 

around  or  at  the  bases  of  extensive  ulcerations,  but  not^ 
I  assert,  as  a  primary  invasion.  The  cystoscopist  may 
mistake  lymph -nodules  or  even  blocked  glands  of  minute 

•  One  bladder  which  1  preaeated  to  tUe  R.C.S.  Museum  in  1884  <3677a) 
if  an  excellent  example,  I  removed  it  from  a  patient  who  died  with  miliary 
tulberculoais  supervening  on  diabetes.  It  is  tbtii  described  hi  the  catalogue: 
—A  aritmry  bladder  inverted  to  abow  mucous  inetnbrane^  wbicb  in  parts  U 
thicklv  it«dded  with  miliary  tubercles.  They  are  most  tUickly  agrgregated 
around  the  orifice,  Mnd  extend  in  a  bropd  band  Hlong  tbr  posterior  (superior) 
sQrIaee  to  the  apex.  The  sides  of  the  bladder  are  cotnparaltvelj  free. 
There  was  no  ulceration  of  the  inucous  Tnembrune*  Ii»  tl>e  recent  state  the 
iubereles  appeared  ss  grej  or  pule  yellow  f^ranulations,  pltgbtly  raised  upon 
the  iurface  of  the  pink  inucous  membrane. 
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Bise  (vide  pages  118,  120),  but  time  and  care  will  alter  his 
altimate  conclusioDs. 

The  primary  deposit  is  detected  oa  the  *'back"  wall — 
either  on  the  posterior  or  the  superior  (intestinal)  wall — 
in  two  forms,  either  diffuse,  as  a  dull  red  patch  or  patches 
(Fig»  64),  or  localised,  as  a  single  nicer  to  the  inside  of 
the  ureteric  orifice. 

(a)  The  Difu^e  Fomi, — The  dull  red  patches  are  due  to 
more  than  a  mere  congestion,  for  no  vessels  are  dis- 
tinguishable. Undoubtedly  they  betoken  extravasation 
and  inflammatory  exudation.  The  deposit  may  be  in  the 
form  of  a  stripe  or  broad  ribbon  crossing  the  surface 
(Plate  IX  a),  or  it  may  be  an  irregular  patch  or  patches, 
the  edges  fading  imperceptibly  into  the  healthy  area.  The 
rest  of  the  bladder  is  healthy;  its  sheen  may  be  perfect. 
The  surface  of  each  patch  is  flecked  with  white.  If  the 
prism  is  edged  near  to  it  and  these  white  scraps  are 
magnified,  each  white  fleck  will  be  seen  to  be  a  curled 
white  necrotic  flake  (Plate  IX  b),  partly  adherent.  The 
same  are  seen  in  the  urine  of  the  patient  with  the  naked 
eye.  No  tubercle  bacillus  may  be  present.  The  urine 
in  the  very  earliest  daj^s  of  the  disease,  apart  from  the 
flakes,  is  comparatively  clear  of  pus,  and  acid  in  reaction. 
The  reason  for  this  is  the  depth  at  which  the  tubercle 
lies.  It  is  not  on  the  surfacej  but  in  the  depth  of  the 
raucous  membrane,  if  not  in  the  submucous  layer.  For 
months  this  remains  apparently  stationary.  Sometimes 
the  patches  disappear,  but  in  most  instances  they  are 
replaced  by  others  in  neighbouring  parts.  I  have  seen 
oases  where  apparently  the  patch  healed  and  remained 
quiescent.  In  course  of  time  the  surface  becomes 
necrotic,  not  en  masae,  but  little  by  little.  The  sub- 
mucous deposit  softens,  the  slough  escapes  and  with  it 
the  tubercle  bacillus  (Plate  IX  c).  At  any  mte  when 
ulcerRtion  is  marked  and  the  urine  remains  acid  the 
bacillus  is  often  easily  found. 

In  a  patient  under  my  care*  who  died  after  an  injec- 

•  Author,  '  pHtVi.  Tnius.;  1891.  voU  xHt,  p,  189. 
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Gxadn  and  forms  of  Tesical  tuberculosis. 


fiLECTEIC-LIGHT    CYSTOSCOPY. 


173 


tioB  of  Koch's  original  tuberculin  of  one  milligramme,  I 
found  a  number  of  small  isolated  collections  of  pus  in 
the  submucous  layer,  the  epitbelial  layer  beiog  intact* 
Although  at  the  time  I  did  not  fully  understaud  their 
significance,  I  have  since  realised  that  they  were  taber- 
cnlons  foci  acted  apon  by  the  tubercnlin  injection  and 
septicity. 

I  have  no  evidence  that  this  superior  or  intestinal 
deposit  is  due  to  an  invasion  from  the  peritoneum.  Dr, 
Brjson  *  has  remarked  that  clinical  observation  leads  him 
to  the  opioion  that  extension  to  the  urogenital  tract 
from  the  peritonenm  is  of  much  more  frequent  occurrence 
than  is  generally  believed  by  surgeons.  He  says,  "  The 
fact  that  the  peritoneal  fluid  is  a  medium  in  which  bacilli 
may  multiply  ;  the  dependent  position  of  the  recto- vesical 
fold  ;  the  ease  with  which  the  bacilli  can  pass  through 
this  thin  membrane  ;t  its  close  relationship  to  the  vesi- 
culse,  the  vasa  deferentia,  and  the  vesico-proatatic  venous 
and  lymphatic  plexuses,  and  the  well-known  relationship 
between  the  geni to-urinary  and  peritoneal  ioflammations, 
all  afford  explanation  of  the  clinical  observation^  The 
insidious  character  of  tubercular  peritonitis,  slowly  and 
for  a  long  time  advancing,  as  it  often  does,  without  even  a 
fever  rise  to  give  warning  of  its  presence,  and  with  little 
or  no  pain,  taken  in  connection  with  the  fact  that  sur- 
geons do  not  so  frequently  as  they  might  take  into  con- 
sideration that  there  is  a  peritoneal  fold  (vesico*rectal) 
within  reach  of  the  finger-tip,  leads  also  to  the  belief  that 
this  source  of  tubercular  progress  is  not  so  generally 
recognised  as  its  importance  justifies,*' 

I  quote  this  authoritative  statement  in  detail  as  worthy 
of  attention.  I  may  mention  that  my  own  cystoscopic 
observation  of  superior  wall  deposit  was  made  entirely 
without  the  knowledge  of  Dr,  Bryson^s  opinion,  and 
though  cystoscopy  is  greatly  in  favour  of  its  correctness, 
jet  clinical  experience  does  not,  I  think,  corroborate  the 

•  Bryton,  *  Morrii'i  Sjpiten/  voL  i,  pt.  ii- 
t  Ifl  tbii  tme  ? — ^ Author, 
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peritoneal  origiu  of  superior  wall  deposit.  For  instance, 
tuberculous  cystitis  in  the  child  is  an  extremely  rare  dis- 
ease, altboiigli  tuberculous  peritotiitia  is  commou.  Nor 
does  post-raorteoi  lend  much  colour  to  the  theory,  for  in 
the  tuberculous  peritonitis  of  the  adalt  the  bladder  is 
very  r  a  rely  affected,* 

(b)  The  Solitary  Ulcer. — I  have  occasionally  met  with 
cases,  apparently  of  primary  vesical  tuberculosis,  in  which 
a  solitary  ulcer  was  seen  to  the  inner  side  of  the  ureteric 
orifice,  I  could  not  distinguis^h  its  appearance  from  the 
solitary  simple  ulcer  {vide  p.  142). 


Progress  of  a  PriTnary  Tuherculoits  Deposit  in  the 
Bladder. 

Once  the  postero -superior  wall  deposit  starts  to  break 
down  into  ulceration  the  process  continues  more  or  less 
uniformly,  and  it  does  not,  of  course,  differ  in  the  smallest 
detail,  visual  or  clinical,  from  any  other  forms  of  vesical 
tuberculosis. 

Little  by  little  the  mucous  membrane  h  undermined, 
inflamed,  and  cast  off,  until  only  the  trigone  is  left  ;  and 
this,  I  believe,  is  never  removed.  Its  edges  may  be 
undermined,  and  it  may  even  be  detaehed  about  its 
middle,  but  the  fised  points  at  the  ureteric  orifices  and 
uvula  vesica?  still  remain  (compare  p.  113).  One  of  the 
ureteric  orifices  is  attacked  before  the  other;  both  are 
never  attacked  equally.  The  orifice  of  that  ureter  on 
which  the  stress  of  the  disease  first  falls  changes  in  con- 
tour, its  lips  thicken,  and  it  becomes  caked  and  patulous. 
The  same  changes  will  be  found  in  the  corresponding 
renal  pelvis ;    it  becomes  dilated,  atonic,  and   thickened. 

*  Iq  the  po«t-tiiort43m  recordu  of  the  Londou  boipital  there  are  forty* 
neven  cases  recorded  of  pertioiiitis  attended  with  tubercle  of  persous  above 
fourteen  yeiin  of  age.  In  only  five  of  tliese  were  the  kidneys  atiited  t^^have 
eontAined  tubercle,  nod  in  only  two  ii  tUe  bladder  described  fis  being  affected 
(in  one  tt  wai  **  alcerated/*  and  in  another  *'  lubercuUir  **).—  Dr.  Samuel 
Fen  wick,  *  Obacare  Diseaaei  of  the  Abdomen/  p.  159. 
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If  a  post-mortem  is  obtained  at  this  period  crude  tubercle 
or  ulceration  may  be  found  occupjing  one  or  two  of  the 
papillae  in  the  lower  calyces,  or  the  lower  third  of  the 
kidney  may  be  more  or  less  affected  (Fig*  66).  As  time 
goes  on  the  entire  gland  perishes  from  below  upwards. 
If  the  patient  lives,  the  other  ureteric  orifice  widens,  its 
lips  swell,  bnt  they  do  not  cake  nor  open  widely.  Corre- 
sponding  to  this  ponting  enlargement  of  the  orifice  is 
enlargement  of  the  renal  pelvis,  and  increase  in  the  size 
of  the  kidoey. 


Sjfmptomatologtf  of  the  Earliest  Stage  of  Pnfnary  Vesie^d 

Tuherculosis, 

There  are  two  symptoms  which  invariably  mark  the 
onset  of  primary  vesical  tuberculosis — irritability  of 
bladder^  and  pain  at  or  towards  the  glans  penis  after 
nrination.  lo  the  female  there  is  usually  snpra-pubic 
pain  if  the  water  is  over-held,  and  meatal  pain  after  the 
act. 

It  will  be  noticed  that  I  do  not  include  blood  among 
the  initial  symptoms.  Often  as  not  it  is  absent,  or  it  may 
come  on  weeks  after  the  onset,  and  then  only  in  the  form 
of  a  few  drops  at  the  close  of  urination.  But  this  symptom 
appears  to  depend  more  on  the  acuteness  of  the  invasion 
than  upon  the  actual  site. 

The  IntermiUeney  of  the  Symptoms — the  Latencif  of  the 
Disease, — One  of  the  striking  features  of  the  disease  in 
its  earlier  stages  is  the  occasional  cessation  of  all  symptoms. 
The  patient  appears  well  and  feels  well,  I  cannot  under- 
stand these  lucid  intervals.  If  the  patient  has  been 
taking  sandal  the  reduction  of  the  co-existing  cystitis  is 
quite  sufficient  to  account  for  the  amelioration,  but  it  is 
otherwise  when  no  medicine  is  being  exhibited.  It  is  as 
if  the  tuberculous  process  periodically  exhausted  itself  in 
the  production  of  irritating  substances  (ptomaines?), 
although  tubercle  bacilli  may  be  still  found  in  the  urine. 
If  we  examine  cystoscopically  we  often  find  the  disease 
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apparently  quite  active,  althoogh  tbe  patieot  is  witlioat 
symptoms  ;  in  other  words,  the  tuberculous  process  is 
progt^essiug  iusidiously  and  latently, 

F — ,  4Bt.  2G  (a  patient  of  the  late  Dr.  Lockett's),  had  marked 
flymptoMis  of  pi*imai'y  vesical  tubercnlosiH. 

Ctjetoscopy  May,  181*9. — Obvioiie  post ero- superior  wall  infiltration 
in  patcbes ;  both  iiretenc  regions,  the  left  especially,  were  involved. 
**  Many  tubercle  bacilli  in  urine"  (C.  R-  A,).  I  lost  sight  of  case.  Ho 
retujTied  to  observation  ten  months  later  at  my  request.  He  stated 
bimself  to  be  "cured,*'  There  was  an  entire  absence  of  paiii»  and 
the  fi-eqiiency  was  not  marked. 

Cystxtscopij  Fehruat-y  Brd,  19(K>. — ^Bladder  held  ten  ounces  easily. 
The  trigone  was  free,  but  Hs  siiperior  edge  and  the  adjoining  part 
of  posterior  wall  were  splashed  with  extravasations,  and  ulcei'ated 
fluperficially.  The  right  ureteric  orifice  was  sliglitly  patulous,  and 
eeemed  a  little  displaced.  The  superior  wall  was  sheeny.  Tubercle 
bacilli  in  urine  [0.  R.  A.). 

H— ,  aet.  33,  sent  by  Br.  Wreford  with  extreme  frequency  (twenty 
times  a  day).  Great  pain  and  blood.  In  a  month  he  declared  him- 
self free  of  symptoms*  but  on  being  examined  cystoscopically,  small 
ulcerations  were  visible  on  the  posterior  wall  just  l>ehind  the 
trigone,  and  the  surrounding  area  was  splashed  with  extravasa- 
tions, and  yet  the  urine  w-as  qiiite  clear,  and  the  patient  was  almost 
free  of  symptoms. 


Types  of   the    Superior    (Tnte^iinal)    Wall    Primary 
Ds posit  of  Tubercle, 

J.  B-*,  set.  18  (Dr.  Cotman's  case).  One  sister  and  a  maternal 
uncle  died  of  phthisis.  Onset  aymptoms :  fre<|iiency  of  micturition, 
pain  at  glans  after  urination.  These  symptoms  continued,  and 
increased  in  severity* 

Three  monikM  q/fer.-— UHne  1012,  faintly  acid,  dear,  trace  of 
albumen ;  one  or  two  pus-cells  only.  Tubercle  bacilli  in  small 
numbers.  No  tactile  evidence  of  tuberculosis.  Fiequency,  every 
two  hours  in  the  day  and  twice  at  night.  Sandal  exhibited,  fre- 
quency  declined  to  three  honrs. 

CyBio^eopy  five  months  after  onset.  Superior  wall  patched  with 
extrnvftsation. 


e 


KLECTBIC-LIGHT    CYSTOSCOPY.  177 

F,  E.  G — ,  oBt.  18.  Nt»  phtbisU  in  family.  Onset  Djiuptoiusi 
frequency  of  micturition,  then  sudden  pain  in  ^lans  penis  after  act. 
The  frequeacy  and  the  pain  continued  interinittently— perhapa 
patient  having  a  week's  freedom  froui  it  at  a  time. 

4/ler  ^ix  months,  frequency  every  two  houra  in  day,  not  at  night ; 
never  blood.     Urine  1024,  cleur. 

Ctfdoseopy. — On  right  aide  of  superior  wall  was  a  large  red  infil- 
trated patch. 

After  eighteen  nhoniks, — Urine  1022«  murky;  contaLuB  tubercle 
bacilli  A  deep  red  patch  over  supenor  wall,  and  in  the  centre  a 
risible  ulcer.  Frequency,  every  four  hours  and  not  at  night.  No 
tubercle  bacilli  in  uiine.     Sandal  oil  was  useless. 

Maiy  A—,  set.  17.  Sent  by  Dr.  Steel  of  Hemel  Hempstead. 
Onset  symptom,  a  slight  daily  frequency,  which  continued  and 
quickly  increased. 

After  two  maniha,,  supra-pubic  pain  before  micturition,  relieved 
by  act. 

After  three  nwnthg,  a  little  Wood  at  end  of  urination. 

After  six  months,  frequency  at  night. 

After  twelve  inonths^  frequency  every  hour  in  the  day.  thirteen 
tim^s  at  night.  More  pain  lately,  supi-a-pubically,  better  after  mictu- 
rition, also  a  needle-like  pain  at  meatus  after  the  act.  Urine  smoky, 
1012t  albumen,  urates. 

Cy«/o«copif.— Before  sandal  oil.  Bladder  greatly  swollen  and  in- 
flamed, mucous  membrane  ulcerated  and  gelatinous  (quilted). 

Cy$to$eopy — Alter  six  days  of  sanda]  oil.  On  poatero-superior 
wall  I  saw  a  yellowish,  sloughy,  deep  ulcer,  with  sharp-cut  edges 
like  a  bullet  impaction,  blood -red.  Mucous  membrane  below  and 
to  the  left  haemorrhagic.  Patches  of  this  wall  are  healthy  and 
shining.  The  quilting  and  swelling  s^en  several  days  ago  are  gone. 
Base  mulberry  red,  44  oz.  distension. 

Cy«*oicopy.— After  fourteen  days  of  sandal  oil.  Left-sided  con- 
gestion  patch  gone.  The  ulcer  seems  smaller  (?  difference  in  disten- 
sioD),  anyway  less  of  it  is  visible,  but  the  deep  red  zone  of  blurred 
extraYAsation  is  the  same. 

Baae  less  mulben-y  in  colour,  4  oz.  distension. 

Cyt(a«copy.— After  twenty*one  days  of  sandal  oiL  Character 
changed.  An  extended  ribbon  of  dull  red,  patched  with  white 
necrotic  pieces,  crosses  the  supeiiur  wall.  Lower  down  and  on  the 
right  is  a  syphilitic-looking  ulcer.  Its  edge  is  upraised  ;  not  much 
congestion  around  it.  4  oz.  distension.  Note  the  patient  is  not  so 
well ;  but  then  she  is  expecting  her  period  in  two  days,  and  she  ia 
*'  always  worse  just  before." 
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Cysioteop^, — Alter  twentj -eight  dajs.  Blood-red  wheal  across 
bladder  back  is  broader — the  surrace  is  peeling — nicer  the  same. 

Koch^a  original  iubercnlin  ira#  now  used,  and  in  two  dajs  her  orer> 
due  period  appeared.  Her  control  was  greater,  being  fonr  times  in 
the  day,  and  pain  was  easier. 

Cystoscopy. — 14  oz.  distension. 

The  broad  vibices  across  bladder  back  had  disappeared.  There 
were  now  three  isolated  patches  of  disease  on  poatero* superior  wall. 
The  highest  placed  patch  was  covered  with  clear  mncoid  vesicles, 
and  IcHDked  in  shape  like  a  pale  molberrj.  The  nicer  was  also 
changed  in  appearance ;  its  edges  were  mnch  thicker,  with  healing 
rim  ;  it  had  now  the  aspect  of  a  chronic  nicer  of  the  leg. 

Patient  now  imprijved,  holding  her  water  four  hours  in  the  day 
and  rising  once  at  night* 

I  heard  subsequently  that  the  improvement  was  not  maintained. 


Example  of  PosteHor  Wall  Primary  Depoml  of  the  Solitary 

Type. 

& —  (O.  P.,  xvi,  68).  set.  20.  No  venei^eal  or  phthisical  history. 
Suddenly  developed  a  burning  pain  upon  mictuintion  in  the  peno- 
scrotal angle  of  penis,  and  passed  blood  a  fortnight  later.  The 
blood  recurred  once  a  month ;  it  was  mixed  with  the  urine  oi'  passed 
pure  at  the  end  of  act;  it  was  not  profuse.  E?cercise  had  no 
influence  on  it.  There  was  no  arrest  of  stream.  He  rose  opce  at 
night,  and  held  water  four  hours  in  the  day. 

Four  months  afler  onset. — Tubercle  bacilli  in  urine  i?\.  Cystoscopy. 
Bladder  capacious  :  mucous  membrane  healthy  except  to  the  inside 
of  the  right  ureteric  orifice  r  at  this  spot  was  a  small  i-ed-edged 
superficial  ulcer. 

Tieo  year^  later  in  perfect  health.  Ulcer  healed.  Mucous  mem- 
brane scarred  and  ribbed  at  site.  A  deposit  of  tubercle  in  the 
prostate. 


Treatment  of  Prhnartj  Vesical  Tnherctilosis. 

The  treatment  of  primiiry  vesical  tuberculosis,  iti  my 
y>pinioTi,  is  governed  absolutely  by  the  character  of  the 
invasion  as  seen  by  the  cystoscope.  But  in  every  case 
sandal  oil  should  be  administered,  to  reduce  inflammatory 
swelling,  for  about  fourteen  days.  Then  hexamethylen 
tetramine  gr.  v  in  a  half-pint  of  boiled  hot  water  should 
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be  given  three  times  a  day,  in  order  to  render  the  urine 
ttcid  and  as  aseptic  as  possible. 

The  ne^ct  step  in  the  treatment  depeDds  on  the  cha- 
racter of  the  in^^asion,  whether  it  is  diffuse  or  localised, 
and  here  I  would  condemn  most  warmlj  the  routine 
employment  of  the  caret;te  or  of  drainage. 

I  do  not  hesitate  to  siiy  that  the  sapra-pnbic  operation^ 
as  adrised  by  some,  regardless  of  the  character  of  the 
disease^  is  rude  surgery.  The  curette  can  only  be  of 
service  when  the  surface  is  ulcerated,  and  in  many  cases 
the  deposit  lies  under  the  surface.  Well-meant  but  ill- 
tlirected  sci-apes  with  a  sharp  curette  at  '*  something  red 
or  something  raw  '^  cannot  but  open  up  healthy  tissue 
and  spread  the  disease.  I  sometimes  am  inclined  to 
believe  the  operator  himself  does  not  know  how  little  or 
liow  much  he  is  doing  if  he  works  without  the  aid  of  a 
head- lamp,  I  watched  one  surgeon,  whose  tactile  maui- 
pnlation  1  admire,  perform  snpra-pubic  cystotomy,  de- 
monstrate "  tuberculous  ulceration/'  scrape  it  very 
neatly;  but  on  post-mortem— for  the  man  died  ten  days 
later  of  septic  pyelo-nephritis — I  satisfied  myself  there 
was  no  lesion  of  the  mucous  membrane  of  the  bladder, 
either  made  by  tubercle  or  by  the  operator. 

The  Difuise  Form  (p.  172). — If  the  disease  be  seen  in 
the  form  of  diffuse  infiltratioD  of  the  posterior  wall  or 
postero-superior  wall,  no  cutting  operation  should  be 
carried  out.  I  am  sure  it  is  better  to  inject  Koch's 
new  tuberculin,  commencing  with  ^h}  wig.,  giving  the 
patient  a  course  of  six  injections  of  increasing  strengths 
(tItj-*  "3W>  jhr*  rhf>  -sV  ^^  I  mg,)  with  a  Liier  syringe.  It 
is  surprising,  if  the  disease  is  recognised  early,  and 
treated  in  this  way,  how  improved  the  patients  are  by 
this  means. 

Ca^. — Ill's,  W— ,  oet.  32,  was  brought  to  me  in  Jaauary,  18^8,  by 
Dr.  John  White,  of  Nailaea,  with  the  diiignosis  of  cysto-pjelitia. 
There  wua  mncli  frequency,  much  straining  and  rectal  pain,  and  the 
pus  in  the  urine  i^emained  unaffected  by  vesical  irrigation. 

Cifdoaeopy, — There  were  patches  over  the  poatero-aaperior  wall 
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wqy  — gfwtife  of  f litf  I'^lnaii,  tmA  m  tfrtmel  fa—  ^  amfaee  €pitli^ 
ItaMkHr^ovancftrtbeedfecf  tkfttii^oae.  Tben^^t  ureteric  orifice 
was  lUMtiwhit  yhiloi  aad  fovaJ,  Wi  aot  eakiei;  tbe  kit  was  in  a 
wxnnlitate.  tbbeniebMilfivcrefiMmiiB  UmMli€tB(C.R.AJ. 
I  ga^e  lier  six  m]eetioiH  of  KoekTs  aew  teftcvei^ii,  befiimmg  witb 
^  mg.  After  two  mjeetioiis^  j|^  ^^  tke  niBe  wa«  eleftrer,  the 
pn  kaa^  There  were  no  h^eilH  (C.  R.  A.).  She  eonld  hold  w^ter 
foT  two  hours  in  the  daj,  and  rose  twiee  at  nigjit  iiiatead  of  five 
times.  Alter  the  third  injection,  ^^  Bodden  pain  waa  felt  in  the 
right  kidney,  and  pjelitit  appeared.  Thia  anhaided  qnicklj,  and  ahe 
llnaUx  left  for  home  much  improved.  Ko  tnberole  could  be  found  in 
the  nrine,  nor  were  they  again  diacorered  (watched  for  two  years). 
The  injections  were  oontinned  hy  Dr.  John  White.  She  put  on  weight, 
f«U  stronger,  and  the  nrme  became  clear  and  free  from  bacilli. 

O^tUmopfi  oftm-  fouri^A  numOu  (March.  1899).— Her  urine  was 
tttilited  as  medtiun.  "  I  am  astonished  to  see  the  bladder  so  healthy. 
There  i«  a  single  red  patch  pinched  up  on  tbe  posterior  wall  low 
down,  it  looks  like  the  final  stage  of  a  small  nicer;  pain  is  still 
complained  of  if  the  urine  is  held  more  than  two  and  a  half  hours. 
There  are  no  bacilli/' 

C)^$ioicopy  after  two  yean  (March,  1900). — "  Bladder  perfect.  No 
sign  of  extravasation.  The  posterior  wall  is  covered  with  long  fine 
wbite  scars  in  tbe  shape  of  ridges  of  mucous  membrane,  which  cross 
transversely  and  interlace  about  tbe  middle.  The  right  ureteric 
orifloo  is  pulled  out  slightly,  the  left  orifice  is  a  mere  sharp  slit." 

"  Patient  held  water  seven  hours  yesterday,  and  rose  once  at  night. 
She  it  without  urinary  pain,  but  lately  she  has  cut  the  fat  off  ber 
food,  rejected  butter,  and  complained  of  pain  across  her  back.  She 
has  lost  weight." 

Trentmmit  of  the  Solitary  Tnberculoua  Ulcer  (p.  174)* — 
I  have  mentioned  that  I  have  occasioBally  seen  a  solitary 
tuberoiiloua  ulcer,  apparently  the  sole  expression  of  pri- 
mary vesical  tuberculosis.  If  the  urine  contains  tubercle 
biioillus  I  urge  tliat  Koclr'a  new  tiibercnlin  should  be 
usod|  ftiul  tlie  ulcer  examioed  after  a  course  of  six  injec- 
tions (^ixf  mg,  to  1  mg.},  the  same  pelvic  elevation,  the 
^tmw  ammnii  t>r  r tun! i urn,  and  the  same  cystoscope  being 
umhI  oh  luvtb  occasions.  If  the  ulcer  shows  signs  of 
lionlin^f  it  in  bottt»r  to  wait  a  while,  if  possible,  to  give 
ehaiigo  of  air,  and  tlieu  to  re-examine  in  a  few  weeks.  If, 
liowf»v«»r,   the   ulcer   remains  obstinate^  it  is,  I  believe. 
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wiser  to  do  sapra-pubic  cyafotomy  in  the  male  or  urethral 
dilatation  in  the  female,  to  pass  a  caisson  on  to  the  ulcer, 
to  thoroughly  scrape  it  and  to  stamp  iodoform  into  it, 
juBt  as  one  would  excavate  and  fill  a  carious  tooth. 

Note  on  the  Use  of  ike  Caisson  *  or  a  Small  Speculum 
in  Supra'pubic  Ct/stoiomy  for  Vesicul  Tuberculosis, — The 
bladder  in  thisj  as  in  all  other  cutting  operations  for 
vesical  tuberculosis,  should  be  first  washed  out  tho- 
roufrhly  with  boracic  water  (4  per  ceDt.)  and  then 
distended  adequately  with  silver  nitrate  solution  (gr.  j 
ad  Oj).  The  supra-pubic  incision  into  the  bladder  should 
just  permit  the  forefinger  to  enter  the  viscus  and  plug 
the  opening,  while  the  silver  nitrate  solution  is  run  off 
through  the  catheter.  When  the  bladder  is  empty,  the 
hook  retractor  is  insinuated  into  the  bladder  by  the  side 
of  the  finger,  lifted  up  and  steadied  ;  while  the  small 
caisson  (forefinger-sized  or  larger)  is  slipped  in  and 
dropped  on  to  the  ulcer.  The  head-lamp  is  now  directed 
on  to  the  caisson  mouth,  the  ulcer  localised,  dried,  and 
scraped  ,*  the  tissue  debris  is  taken  up  through  the 
caisson  by  means  of  lint  swabs,  so  that  no  tuberculous 
material  touches  the  supra-pubic  wound.  When  all  that 
is  necessary  is  finished,  the  drainage-tubes  are  slipped 
into  the  bladder  through  the  caisson  and  the  latter  drawn 
over  them. 

B,  Tuberculosis  Invading  the  Bladder  from  a  Tubereuloufi 
Soiirce  in  the  Male  Genital  Apparatus. 

Cystoscopically  there  is,  I  submit,  a  marked  difference 
between  the  very  earliest  appearances  of  an  actual  deposit 
of  tubercle  primarily  deposited  in  the  bladder,  and  those 
which  mark  the  advanced  guard  of  an  aggressive  inva- 
sion frora  an  extra-vesical  source. 

There  appears  also  to  be  a  corresponding  difference  be- 
tween  the  symptoms  evoked  by  these  two  varieties  of  tuber- 

*  Aathor»  '*  Tbe  Use  of  the  Caiacon  in  Bladder  Surgery^  especially  id  Supn- 
pubic  Cystotomy/*  *  Brit,  Med,  Jonro./  1S92,  Nor,  19tli,  p.  111. 
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culoos  deposit.  I  propose  briefly  to  glance  at  tuberculous 
invasion  of  the  bladder  from  (1)  the  epididvmisj  (2)  the 
prostate  and  the  vesical©  seminaleSj  (3)  the  kidney. 

(1)   Invasion  of  the  Bladder  from  the  Epididymis, 

Let  the  clinician  watch  the  CRse  of  a  young  man  in 
whom  one  epididymis  hns  suddenly  and  spontaneously 
become  inflamed  (torpidly  or  acutely) j  but  in  whotn  there 
is  no  tactile  evidence  of  tubercle  in  the  prostate  or  seminal 
vesicles.  Let  it  bo  a  young  man  who  has  never  had 
sexual  intercourse  (lo  eliminate  venereal  disease),  whose 
lungs  are  free,  who  has  had  no  evidence  of  tubercle  in 
bone,  joint  J  or  skin.  Let  him  follow  the  course  of  that 
case  for  ten  or  fifteen  years.  Three  incts  will  force  them- 
selves upon  his  notice. 

Firsts  He  will  remark  the  long  latency  of  epididymal 
tubercle,  no  matter  whether  the  deposit  has  suppurated 
and  become  septic  or  has  remained  indolent,  no  Uiatter 
%vhether  the  testicle  has  been  left  alone  or  ablated.  He 
may  watcli  the  patient  four  years,  seven  years,  or  even 
fifteen  years,  and  yet  may  observe  no  symptoms  of  the 
invasion  of  the  nrioary  nmcous  membrane  occur. 

Secondly,  After  a  variable  number  of  years,  when 
the  patient  is  in  his  thirtieth  or  fortieth  year,  the 
clinician  may  notice  a  sudden  and  painless  hoematuria 
supervene ;  or  a  profuse  ha3morrhage  may  be  heralded  by 
a  few  days^  irritability  of  bladder.  This  initial  attack  of 
bleeding  will  subside  in  about  three  days,  but  only  to 
recur,  each  succeeding  bleeding  being  more  profuse, 
until,  perhaps,  clot  retention  supervenes.  The  observer 
will  be  struck  by  the  profuseness  of  the  haemorrhage. 
He  may  recall  the  dictum  '^  that  in  tuberculosis  of  the 
bladder  hismorrhage  is  insignificant,'*"^  and  thereupon 
exclude  this  disease  from  consideration  in  his  diagnosis. 

*  H.  Morria  iaya  :  *'  As  an  enrlj  sytoptom  tbe  bDcmetyna  is  spontaneous 
and  slight,  the  urine  being  faintly  pink  or  roso  tinted  tlirougbout,  but  there 
mfly  he  a  few  drops  of  pnre  blood  at  the  end  of  micturition.  As  it  corned  so 
it  goen,  without  ohvioug  CAtiie,  nnd  is  (hoa  unlike  tl^e  hsenmturia  of  ealculuii. 
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Tldrdhj,  He  may  notice  that  wirh  tbe  haauiorrhage  is 
a  constant  burning  in  tbe  penile  urethra^  and  with  it 
marked  irritability  of  the  bladder,  or  instead  of  these 
symptoms  he  may  note  the  appearance  of  severe  pain  in 
the  kidney  on  the  same  side  as  the  old  testicular  abscess. 

Lastltf,  He  may  remark  the  age  of  the  patient  aa 
being  between  tliirty  and  forty — ^a  decade  in  which 
nrinary  tubercle  is  not  commonly  encountered. 

If  now  the  clinician  will  further  tjike  a  series  of  snch 
epididpnal  ernes — ^rigidly  excluding  from  them  all  gonor- 
rhoDal  infections,  all  obvious  tuberculous  lesions  of  skin, 
bone,  joint,  etc. — he  will  note  how  frequently  these  severe 
haemorrhages  occur  in  the  nrinary  tuberculosis  of  mid- 
adult  iife, 

Ltfe-hisfory  of  the  luvasiim  of  the  JJrmary  Tract  hy  a 
Primary  Epididytnal  Tuhercnious  Deposit. 

The  testicle  of  a  boy  or  a  young  man  swells  suddenly 
and  causelessly  or  in  consequence  of  a  slight  blow.  It 
may  not,  it  generally  does  not,  cause  much  pain.  Fra- 
qnently  the  epididymis  suppurates;  the  abscess  breaks 
or  is  opened  J  leaving  a  sinus  ;  or  the  testis  is  ablated. 
Years  pass  by,  the  man  being  in  perfect  health.  One 
year,  four  years,  seven  years,  eleven  years,  sixteen  years 

bat,  in  tbU  respect,  similar  to  tbe  bflematuria  of  taniour,  Tliere  ta  tbU 
difference,  however*  tbe  bleeding  ^f  tntnotiirs  is  free  and  abundant,  wbereai 
the  hwiiiBturia  of  tuberculofiii  it  8light/*^Mom»,  '  Genito-Urinary  Disense/ 
p.  393. 

Whit«  says:  '^  Hfltmaturiii  in  many  caaea  is  an  early  symptom.  The 
bleeding  ii  sllgbt,  ■pontaneous  and  Mrmerimes  terminal,  a  tew  drops  of  pure 
blood  follow itigr  tbe  claret-coloured  nrine.  It  often  Btoj^s  og  suddenly  and 
as  inexplicably  as  it  beji^ins,  nnd  may  not  reufipear  for  days  or  weeks.  This 
symptom  becHsmet  gmdnaUy  less  prominetit  as  tbe  disease  progre8«e4.  Kx- 
ceptionally  there  is  a  pnifuse  faetnorrba,ge,  hut  wlier«  this  occurs  tbe  pretence 
of  Teaical  tumour  thould  be  suspected," 

Senn  says :  "  Tbe  hiemaluria  is  never  as  profaae  as  in  tamoor  of  tbe 
bladder,  and  usaiilly  it  ii  not  constaot/* — 8eun, '  Oetiito-Urinnry  Tubercoloaii,' 
p,I96. 

Gilterbock  «ays  :  **  Es  slnd  diese  sogenaimte  '  klejne  '  Hlntnngen  (Stapper) 
•eltener  irerden  sie  betricbtlicber/'— Guterbock,  p.  39T. 
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luav  elapse  and  no  symptoms  appear.  Then  one  of  two 
fsets  of  symptoms  will  supervene,  the  more  common  being 
referred  to  the  bladder^  75  per  cent. ;  the  less  common 
to  the  kidney,  25  per  cent* 

Initial  Symptoms  referred  to  the  Bladder^ — If  the 
bladder  is  the  first  to  show  invasion  it  will  be  marked  by 
sytnptonjs  of  slight  frequency  and  scalding,  followed 
sooner  or  lat-er  by  a  rnsh  of  blood  in  the  urine.  In  fact, 
a  profuse  haemorrhage  may  be  the  first  symptom,  and  the 
practitioner  be  summoned  to  relieve  a  clot  retention. 

The  blood  lost  during  an  attack  is  hardly  credible  ; 
some  speak  of  a  gallon  of  blood  and  water,  others  a 
quart,  a  pint,  two  chamberfuls.  I  have  seen  nlmost  a 
pure  stream  of  scarlet  blood  passed.  These  attacks 
rarely  last  more  than  three  days.  The  pain  is  either 
penile  or  perineal,  and  is  of  a  constant  burning  cha- 
racter. 

If  the  kidney  shows  signs  of  invasion,  the  symptom  is 
either  tliat  of  severe  renal  pain,  or  a  severe  haemorrhage 
followed  by  pain  in  tlie  kidney.  Whether  the  pain  is 
referred  to  the  urethra  or  the  kidney,  it  is  relieved — as 
in  the  heematuria  of  growth — by  the  h senior rhage. 

Cj/df}st'<qry. — If  we  were  able  to  cystoscope  the  patient 
directly  the  symptoms  of  irritability  and  scalding  ensued, 
one  would  see  the  exact  condition  of  the  mucous  meiu- 
braoe  over  the  deposit  of  tuberculous  material  ;  but 
patients  are  rarely  brought  before  the  profuse  heemor- 
rhiige  has  drawn  attention  to  the  sieriousness  oi  the 
trouble.  My  own  belief  is  that  the  vesical  irritability  and 
urethral  scalding  mark  the  gradual  encroachment  upon  the 
mucous  Tuembrane  of  the  tuberculous  invasion  ;  that  these 
symptoms  and  eveu  a  sharp  initial  haemorrhage  do  not 
necessarily  indicate  ulceration,  but  extravasation  from  the 
vessels  of  a  patch  of  infiltrated  mucous  membrane 
stretched  over  a  small  mound  of  tuberculous  deposit. 

Esramplea. — H^— (P,  P,,  26, 65).    Both  testes  struck  and  abscessed. 

Ekven  yearg  later  he  had  a  cutting  pain  along  tlit^  wrethra  on 

11 H mil  ion  ;  then  a  trace  of  blood  appeared  at  tbe  end  of  the  act,  then 
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free  hemorrhage  and  clots.  Frequency  every  two  honrs  in  the  day 
and  twice  at  night.  A  deposit  is  felt  in  the  left  lobe  of  prostate 
near  Tesicalse  seminales. 

Cystoscopy. — Bladder  uniformly  red  and  swollen  and  light  absorb- 
ing. No  active  ulceration,  but  a  deeply  injected,  upitiised  mulberry 
patch  on  trigone. 

I  have  not  had  cases  sufficiently  early  to  see  the  mul- 
berry pat<;li  at  the  usual  position  in  which  invasion  most 
frequently  appears,  that  is,  to  the  inner  side  of  the 
ureteric  orifice  (Fig.  65,  a)  ;  but  I  have  watched  them  after 
the  mucous  membrane  has  given  way  in  this  position. 
Usually  the  ulcer  thus  formed  is  single,  the  surrounding 

Fig.  65. 


Base  of  bladder  showing:  openings  of  the  ureters  and  lines  of 
vasa  deferentia.  A.  Shaded  area  representing  the  site  where  the 
invasion  from  the  testicle  or  kidney  is  first  seen  in  the  bladder. 

area  being  of  a  dull  brick  red.  The  edges  are  sloughy, 
and  frequently  show  swollen  glands  either  singly  or  in 
bunches.  These  glands  are  clear,  and  resemble  miniature 
grapes  (Plate  IX  d). 

G—  (O.  P.,  xvii,  240),  at.  32.  At  the  age  of  twelve  the  right 
testis  swelled  spontaneously  to  the  size  of  an  **  ostrich  e^^.^*  This 
(gradually  subsided. 

Nine  years  later  he  noticed  a  slight  frequency  in  the  day  (two 
honrs). 

Thirteen  years  later  fleshy  pieces,  about  half  an  inch  long, 
appeared  in  the  urine  on  and  off;  ?  clot. 

Fifteen  years  later  a  severe  hsemorrbage  occurred  which  lasted 
two  days.  This  loss  of  blood  recurred  at  intervals  of  every  six 
months,  becoming  more  and  more  severe  each  time,  clots  accom- 
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panjing  the  attacks,  Potasb  always  checked  the  losa.  He  suffered 
pain,  also  of  a  perineal  type,  which  was  so  localised  that  he  could 
cover  it  with  the  tip  of  one  finger.  This  pain  was  inci-eased  on 
micturition,  relieved  by  rest  or  bj  pressure. 

When  I  Baw  him,  twenty  years  after  the  testicle  had  awelJed,  he 
was  passing  water  evei*y  hour  in  the  day  and  four  times  at  night ; 
urine  1020,  acid,  clear;  albumen  and  tubercle  bacilli  were  present  in 
it.  He  had  constant  perineal  pain,  and  was  occasionally  passing 
scarlet  urine  and  clots.  The  right  testis  was  small  and  fibrous,  the 
kit  testis  large  and  healthy.  Prostate  was  atrophic.  Thei-e  was  no 
renal  tumour. 

Ctjeioscopy,— On  the  right  siiperior  wall  above  the  right  ureteric 
orifice  was  a  punched-out  nicer,  with  adherent  white  slough;  the 
surface  around  was  intensely  red. 

H,  W—  (P.  P.,  9,  36).  ffit.  16.     At  the  age  of  twelve  the  left  testis 

swelled  spontaneoWBly  and  broke. 

Four  years  later  frequent  urination  in  the  day  commenced,  and 
supra-pubic  pain  on  over*holding  urine.  Frequency  was  then 
noticed  at  night,  and  in  seven  days  a  rush  of  blood  appeared  in 
the  urine.     Prostate  healthy  but  hard. 

Cystoscopy. — On  the  posterior  wall,  to  the  inside  of  the  left 
ureteric  orifice,  I  saw  a  distinct  pinching  up  of  eitravasated  mucous 
membrane,  and  covering  its  edge  were  a  row  of  grape-like  glands. 
This  condition  stretched  across  the  posterior  wall,  and  a  similar 
condition  was  seen  on  the  right  side.  The  base  was  healthy.  1 
have  watched  this  case  nine  years.  The  patient  is  now  six  feet  two 
inches,  splendidly  proportioned,  but  the  right  seminal  vesicle  has 
nlcerated  into  the  rectum,  and  some  uv'me  passes  into  that  can&l. 
He  has  had  many  severe  hjemorrhages  from  the  bladder. 

M —  (P»  P,,  32,  70).     Lt-'ft  testis  suppurated,  and  it  was  ablated. 

Twelve  and  a  half  years  later  frequency  of  urination  and  a  little 
blood.  No  deposit  in  prostate.  All  these  symptoms  have  increased 
greatly  during  the  last  few  weeks. 

Cyntvscapy.—  Bliidder  contracted,  patches  of  vivid  red  in  posterior 
wall  on  left  side;  near,  but  behind,  left  ureteric  orifice  were  a 
number  of  small,  punched-out  ulcers. 

It  is,  I  believe,  exceptional  for  the  initial  symptoms  of 
inyasion  from  the  epididymis  to  be  produced  by  a  tri- 
gonal deposit,  that  is  to  say  by  a  prostatic  deposit  pene- 
trating the  trigonal  area.     In  ODe  case  in  which  it  occurred 
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the  prostatic  deposit  was  distinctly  congested  if  not  in- 
flamed. 

S,  A — ,  BBt.  20,  Never  venereal.  Father  has  had  haemoptjais ; 
maternal  aunt  was  phthisical.  Patient  fiiit  came  under  my  notice 
December*  1891,  with  retention  due  to  hlood-dot,  bis  bladder  being 
distended  as  high  at  the  umbilicus.    His  histotT'  was  as  follows: 

Three  years  ago  the  left  testis  swelled.  Two  and  a  half  years 
later  he  suddenly  passed  a  quantity  of  bloody  urine.  There  was  no 
frequency  and  no  pain.  Two  months  later  he  was  seized  with 
retention  due  to  clot,  which  he  finally  overcame  by  violent  striiining 
efforts,  passing  a  quantity  of  clot  and  blood,  A  bumiug  pain  at  once 
commenced  in  the  nrethra  from  the  peno-scrotal  bend  to  the  glans, 
and  this  has  continued.  It  was  wor^e  after  urination,  sometimes 
fairly  doubling  hitn  up.     No  frequency  of  urination. 

I  saw  him  in  his  third  attack  of  bsemoiThage.  The  left  epididymia 
and  left  lobe  of  pi'ostate  had  each  a  knot  of  tubercle  in  them.  The 
right  has  a  monkey-nut  sized  deposit  of  tubercle.  No  lumbar  pain. 
Urine  1024,  alkaline,  some  pus, 

Cystoseo^ij, — Both  ureters  pumped  healthy  urine.  The  opening 
of  the  right  was  pouting  with  inBammatory  exudation^  which  had 
spread  to  it  fi-om  the  right  lobe  of  the  prostate.  It  seemed  to  b^ 
very  active  in  its  eiHux, 

On  the  right  side  of  the  trigone  was  a  distinct  upheaval,  in  shape 
like  a  small  mulberry -coloured  growth.  Adjacent  ai-ea  of  right 
ureteric  orifice  deeply  blood-stained. 

Foitr  and  a  half  years  later  ^July,  1896). — ^This  patient  came  again. 
He  had  remained  well  until  three  days  ago,  when  he  had  another 
attack  of  hBemorrhuge.    No  cystoscopy. 

Eight  years  later  (February,  1900  k— No  pain  anywhere;  patient 
in  perfect  health ;  can  sleep  on  either  side;  has  put  on  a  stone  in 
weight ;  deposit  in  left  epididymia  has  lessened.  I  could  not  now 
say  that  the  proslat'C  has  ever  had  a  deposit  in  its  left  lobe.  It  is 
certainly  firmer  than  usual, 

CyWo«ct»py, — Bladder  in  perfect  health*  Both  ureters,  especially 
the  left,  are  slightly  half-m*x>ned.    No  evidence  of  disease. 

Initial  Symptoms  of  the  Invasion  of  a  Primary  Epi~ 

didyvml  Tuhercnlosis  referred  to  the  Kiddie y .^-The  kidney, 
jndging  from  the  clinical  and  operative  evidence  at  mj 
disposal^  is  affected  transiently  or  permanently  b?  the 
gradual  extension  of  tubercle  towards  the  nrinary  tract 
from  a  primary  epididymal  focns. 
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TranMent  Kidney  Symptorns, — ^It  has  appeared  to  me 
that  the  awelUug  coosequent  upon  the  oecrosis  and  ulcera- 
tion of  a  vesical  deposit  placed  just  by  the  side  of  the 
ureteric  orifice  should  partially  occlude  the  channel  of  the 
ureter,  and  produce  those  symptoms  of  renal  pain  which  are 
occasionally  noticed  in  these  cases,  and  often  arouse  sus- 
picion of  renal  tuberculosis*  Under  these  conditions  the 
renal  pain  is  transient,  for  the  ureteric  orifice  accommo- 
dates itself,  and  it  is  only  when  ascending  tuberculosis  or 
septo-tuberculons  changes  attack  the  kidney  that  constant 
wearing  pain  is  complained  of. 

Vase.— J,  S — ,  set.  30.  Paternal  grandfather  and  one  Bister  died 
of  phtiiiais.  No  veuereaL  At  age  of  seventeen  the  right  testis 
began  to  swell ;  it  was  ablated* 

Twelve  months  later  the  left  testis  began  to  swelL 

Eleven  years  later,  aftei"  urinatioiip  be  auddenlj  felt  a  eharp  pain 
at  tke  suapenaory  ligament  of  penis.  This  remained  for  a  week 
after  each  urination.  Slight  frequency  set  in.  Water  quite  clear. 
This  subsided,  and  he  married  aix  months  Inter.     Coition  painless. 

Eightet^n  months  after  the  first  attack  of  pain  at  the  suspensoty 
ligament  he  was  seized  again  with  a  similar  pain  and  commenced 
to  pass  blood,  the  bladder  being  irritable.  These  attacks  of  hsemor- 
rbage  recurred  ,•  each  attack  became  more  violent  than  that  pre- 
ceding it.  Between  theni  he  is  well»  except  for  a  frequency  of 
two  and  a  half  hours  in  the  clay,  and  a  right  loin  pain.  This  is  a 
dead,  fixed  pain  ;  it  commenced  subsequent  to  the  hsemon'hage. 
Knot  of  tubercle  in  right  lobe  of  prostate. 

€ysio8€opjj.—3]addeY  held  thirteen  and  a  half  ounces  easily. 
Postero-superior  wall  of  bladder  healthy,  white,  and  shining.  Left 
ureteric  opening  healthy,  but  the  entire  base  was  red  and  tumid. 
Right  ureteric  orifice  and  area  around  ^vas  gi-eatly  swollen  and 
covered  with  fringes  of  necrotic  tags,  and  u  distinct  line  of  swollen 
glands,  like  small  clear  grapes,  edged  the  ulcei*ation. 

Permanent  Kidney  Invasion  fro7n  a  Primary  EpididtfmaJ 

Deposit. 

Why  should  the  kidne}"  become  permanently  affected 
by  tuberculous  changes  before  the  bladder  in  25  per  cent, 
of  the  cases  ?  I  submit  that  the  following  facts  throw 
some  light  upon  this  quest lou. 
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The  vas  deferens  crosses  the  ureter  on  the  side  of  the 
bladder  (Fig.  66)^  and  these  two  tubes  build  with  the 
corresponding  seminal  vesicle  a  small  irregular  triangle. 


Fio.  66. 


Lateral  view  of  rig^ht  side  of  bladder,  showiog  gradual  invasion 
of  the  bladder  and  kidney  along  the  vas  deferens.  A,  B,  C.  A  tri- 
angle formed  by  the  crossing  of  the  vas  and  nreter  embraces  the 
vesicnla  seminalis.  It  is  here  that  the  disease  may  short  circuit  and 
ascend  the  ureter,  often  thickening  the  coats. 

This  triangle  and  its  surrounding  area,  which  for  the 
sake  of  mental  brevity  I  call  the  "  short-circuit  "  triangle, 
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oorrespoDcU  to  the  area  in  the  bkdder  affected  first  bj 
tnTasicm  either  from  the  epididymis,  or  the  Iddnej,  or  the 
seminal  reside.  It  is  not  sarprising  that  either  or  both  of 
the  components  of  the  triangle  become  easily  inrolved 
from  a  tnbercalons  third,  and  form  each  in  their  continuity 
a  separate  nidas  of  in&ctioii  for  their  corresponding 
viscera.  In  the  case  of  primary  epididymal  tnbercle,  I 
aobmit  that  it  tends  to  infect  the  nreter  by  t^*o  distinct 
routes:  either  as  it  crosses  it  on  the  bladder  wall,  indncing 
in  it  a  peri-areteritis  (short  circnit),  or  by  in  vol  ring  the 
peri-nreteric  area  of  the  bladder,  and  infecting  the  mncoos 
membrane  of  the  ureteric  orifice*  The  former  would 
account  for  the  occarrence  of  kidney  tubercle  supervening 
opon  tuberculons  deposit  in  the  epididymis  of  the  same 
side,  without  any  bladder  symptoms  being  noticed. 

IliuMiraHet  case, — K — ,  »t.  35,  was  aent  to  me  by  Dr,  Nethercliff,  of 

Cftntc'rbury,  for  severe  and  constant  right  renal  pain  ot"  two  years* 
deration.  He  bad  suffered  also  from  right  renal  colic.  There  were  no 
bladder  gymptomB,  but  a  chronic  abscess  bad  formed  in  the  right 
teftticle  nomeyeara  previonBly  and  had  bnrst.  leaving  the  scar  of  a 
Binufi,  The  vat  was  headed;  a  pea-sixed  deposit  was  found  in  the 
right  lobe  of  the  prostate,  and  the  ampulla  of  Henle  was  thickened. 
The  diagnosiB  wae  blocked  ureter  from  pen -ureteritis  of  a  tuber- 
culous type,  tbe  disease  probably  starting  from  the  short  circnit 
triangle.  Urine  1025,  cleiir,  no  albumen.  I  removed  the  right 
kidney.  '*  It  was  small  and  hard.  It  did  not  look  tuberculous  until 
I  relea8<»d  the  very  adherent  upper  end,  and  this  portion  was  speckled 
with  (;nide  tubercle.  The  ureter  was  enormously  thick  and  like  a 
tight  bttw-string.  I  could  have  twanged  it."  On  laying  the  kidney 
open  the  cortex  was  seen  to  be  hollowed  out  by  a  series  of  tuber- 
cuioUH  absceases,  which  had  extended  into  it  from  a  similariy 
diseased  pelvta.     The  patient  healed  rapidly. 

It  might  be  asked.  Why  should  the  bladder  be  afEected 
first  on  the  posterior  wall  to  the  inside  of  the  ureteric 
oriHce  r  Is  not  a  deposit  almost  always  discoverable  in 
the  prostate  to  the  other  side  of  the  termiuation  of  the 
vfts  deferens  at  the  verutnontanum  ?  The  prostatic  de- 
posit is  found ;  but  it  is  probable  that  the  earlier  deposit^ 
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that  in  the  short  circuit  triang^le,  penetrates  the  bladder 
wall  more  easily  aod  more  quickly  than  the  prostatic 
deposit^  which  is  deposited  later,  and  hag  muck  denser 
tissues  of  tbe  trigone  to  bar  its  progress  towards  the 
nrioary  mucous  membrane.  Still  this  latter  does  occur, 
as  I  hiive  previously  mentioned  (page  186). 

There  is  no  need  to  enlarge  further  at  present  upon 
the  life-history  of  this  class  of  tuberculous  invasion. 
Like  all  other  forms  it  quietly  removes  the  mucous  mem- 
brane, infiltrates  the  muscle  planes,  and  cripples  first 
one,  then  the  other  kidney.  It  might,  however,  be 
pertinently  asked,  does  the  destruction  of  the  mucous 
membrane  produced  by  this  invasive  form  ever  tend  to 
heal  ?  This  may  be  answered  affirmatively.  I  |have 
found  evidences  of  scarring  after  such  ulceration,  just  as 
I  have  in  everj^  form  of  urinary  tuberculosis*  The 
following  is  a  good  example  : 

ExampU. — H—  (0,  P..  XV,  294),  No  family  history  of  phthisis. 
Left  testis  swelled  and  suppurated  ;  it  was  ablated. 

Thirteen  years  later  he  bad  **  constant  and  cruel  pain  **  in  the 
left  kidney,  which  radiated  into  the  Wtidder  und  operation  scar. 

Fourteen  ye^i-s  later*  when  still  suffering  from  the  renal  pain,  he 
suddenly  passed  a  qnantity  of  blood  and  clot.  The  haemorrhage, 
which  was  very  profuse,  lasted  three  days.  There  was  great 
frequency,  and  imperious  desire  and  great  urethi*al  pain^  Urine 
was  pyelitic.  No  deposit  in  the  prostate.  He  was  placed  on  cod 
oil  and  moi-phia,  and  completely  recovered  in  three  months. 

He  returned  a  year  later  without  symptoms,  and  I  examined  him 
cystoscopically.  The  nrine  was  hriUianfhj  chai^;  the  superior  wall 
of  bladder  was  unnaturally  white,  but  at  the  base  was  a  very 
remarkable  array  of  radiating  red  bridges  of  scar  tissne.  It  appeared 
tu  me  that  the  mucous  membrane  around  the  trigone  has  been 
ulcerated,  and  that  those  parts  which  escaped  had  become  vasca* 
larised  into  thick  cords,  which  stretched  from  the  uninjured  trigone 
to  the  healthy  walls  around. 
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2.   Tuherculotus  Invatnon  of  the  Bladder  from  a   Pnmary 
Deport  in  the  Prodate, 

The  stHtements  concerning  the  liability  of  the  prostate 
to  pnmary  tubercalosis  are  most  conflict iag.  According 
to  tiome  aathorities  it  i^  unknown  ;*  most  believe  it  to 
be  rare.  According  to  my  estperience  it  is  rare  to  find 
the  prostate  the  sole  genito-urinary  barbonrer  of  tubercle. 
I  can  only  record  six  ia stances, f  These,  however,  have 
Rymploms  alniost  precisely  aimilHr  to  those  cases  just 
discussed  (page  181),^ — a  little  gland  pain^  frequency,  then 
n  rush  of  blood  ;  in  fact^  ii  would  appear  that  all  indolent 
invasions  of  the  urinary  mucous  membrane  by  chronic 
tubercle  elicit  profuse  haemorrhages.  On  cystoscopy,  a 
dark  red  swelling  will  be  found  on  the  trigone  (Fig.  67) 
over  the  afifected  lube.  It  might  be  asked,  why  does 
the  tubercle  not  appear  in  the  prostatic  urethra  ?  J  I  do 
not  know*  I  can  only  say  that  this  line  of  primary 
invasit*!!  does  not  seem  frequent,  and  I  have  only  met 
with  it  itt  a  case  of  galloping  urinary  tubercle. J 

The  primary  invasion  follows  in  its  extension  the  same 
laws  as  all  other  genito-urinary  tubercle,  |] 

•  "  The  proBtate  ir  uever  the  a«it  tif  prinniry  tabeimlosU." — Sir  H. 
Thompson.     Socin  b&s  had  mi  experience  of  lix. 

t  1  should  siiy  this  eitimate  ii  wrong.  Cases  do  not  apply  very  early,  »nd 
by  the  time  they  ore  examined  the  deposit  is  ofteii  in  more  places  than  one. 
Moreover  I  have  etiininiit«'d  gonorrh<sa1  cases,  utid  of  these  there  are  a  ^ood 
few. 

♦  *'Ai  the  taberculons  mss»es  increase  towards  tlie  macous  membrane 
ulcer*  form  in  the  prostatic  urt-thra." — Morri*,  ihid»,  p.  318. 

§  Author^  *  Path.  Trans.,*  vol  xxxviii,  1S87,  p.  187. 

II  Bontew  taken  by  Urinary  rsAtfrr/e.^Urinnry  tubercle  itivades  the 
different  stations  of  the  urinary  tract  along  eertaifi  regnlar  highways.  It 
eomiMiicet  most  often  in  the  epididymis  (33  cases  in  I5B)*  It  is  next  felt 
In  tlM  oorrespoiMliDg^  lobe  of  the  prostate,  tiext  tn  the  bate  and  arotind  the 
ureteric  orifice  of  the  corresponding:  side  of  the  hltidder,  and  iHstly,  in  the 
iniddle  Mnd  lower  third  of  the  corresponding  kidney  near  the  pelris. 

Thus  **  the  rule  of  the  road  '*  is,  a  right  epidid^  mal  knot  leads  to  a  right 
prostatic  knot,  to  a  losn  of  surf  nee  « round  the  ri^bt  ureteric  orifice,  and 
fifudlj  to  a  deposit  in  the  right  kidney.  An  epididymal  knot  sometimes 
ihort*circiitts  to  the  kidney  of   the   same  side,     Xo  matter  whether  the 


J 


ri0.  m. 


% 


% 


Blftdder  and  prostetic  nrtibra  Itid  open.  Sliad«d  mreu  A  mark 
t>je  «ii«  of  invatios  of  bladder  aod  aretbra  from  a  tttbertolotia 
depotit  in  tbe  eorreapondiDg  lobe  of  prostate. 

niusiraiive  Cases, 

8—  (R  xxT.  58).    Sent  to  oie  by  Dr.  Collier  (Oxford). 

One  dnj,  whilit  urinating  after  lunch,  he  noticed  a  pain  in  the 

dt!po«it  abiiorb*  in  orre  place,  tbe  wave  travel*  persUtentW  on,  to  impUcate 
another  urea,  and  it  usuMlly  keeps  to  tbe  side  it  started  on. 

Bffpatluf,^-^ln  addition  to  the  mnin  ronte  taken  in  the  above  caje,  there 
are,  of  course,  two  bjpatbs  of  invajtion.  There  is  one  ninning  from  the 
rilflitr  prostate  to  tbe  left  prostate  or  left  vesicle  and  to  tbe  te ft  testis,  and 
■notber  passes  up  along  the  other  nreter  to  tbe  other  kidney,  if  tbe  patient 
livts  lonff  enough* 

Cro«*ro«f/«  r«i#rel«,^Bat  this  rule  of  tbe  road  is  too  absolute.  It  does 
not,  unfortunately,  hold  in  every  case.  In  IS  cases  out  of  100  tbe  tubercle 
afjpvari^d  to  crosii  over  for  some  unexplnined  reason.  Tbui  tbe  deposit  might 
b*  in  thi}  i«ft  testis  and  cross  to  th(»  right  kidney,  or  in  the  right  ti^stis  and 
(Tfliis  to  the  left  proitate.  We  muit  remember,  then,  that  in  a  small  pio- 
p*trti«»ii  iif  ca«>s  (IS  per  cent.)  tubercle  crosses. — Author,  Clinical  Lectnre 
ftf*oii  "  Tbf  llwtal  Contour  of  One  Tbouaand  Prostates,"  *  Brit.  Med.  Jonm./ 

pi.  i,  p.  au5,  i%m. 
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urethra,  and  oa  looking  down  he  found  he  was  paasing  a  few  drops 
of  blood.  He  alaa  had  a  strainitig  feelmg  aa  if  he  did  not  emptj. 
No  frequency ;  uothUig  further  for  ten  dajs. 

Ten  days  later  suddenly  a  qoantity  of  bright  blood  was  passed 
and  frequency  at  night  supervened.  Tubercle  in  urine.  Small 
deposit  in  each  prostatic  lobe.    No  cystoscopy. 

C— ,  set  26,  a  patient  of  Dr.  Carveira.  The  patient  first  noticed 
blood  in  bis  urine  on  April  8th,  but  for  aoaie  days  previously  he 
had  been  compelled  to  pass  water  very  frequently.  He  has  also 
eiperienced  a  good  deal  of  smarting  pain  in  the  perijieum  and  penis. 
On  April  9th,  when  he  came  under  observation,  the  urine  was  very 
bloody,  clots  and  almost  pure  blood  being  expelled  at  the  finish  of 
the  act.  Sp.  gr.  1026,  acid.  On  rectal  eramination  the  right  lobe 
of  the  prostate  was  found  to  be  very  hard,  though  the  balk  was  not 
increased.  The  left  lobe  contained  a  hard  nodule  the  size  of  a  small 
marble.  On  April  17th,  a  week  later,  on  passing  the  cystoscope 
and  completely  rotating  it,  the  base  of  the  bladder  on  the  left  side 
was  seen  to  be  covered  with  small  punched* out  ulcers;  the  base  of 
most  of  the  ulcers  had  still  adherent  to  them  little  yellowish 
sloughs^ — clear  evidence  that  the  change  was  very  recent ;  whilst 
more  anteriorly  an  extravasation  beneath  the  mucous  membrane 
had  caused  a  body  of  deep  red  gelatinous  appearance  to  be  formed, 
somewhat  like  a  commencing  epithelioma.  Five  days  after  the 
exaniination  the  following  is  noted  : — **  The  urine  is  now  free  from 
blood  and  pus,  and  patient  suffers  no  pain  durLng  or  after  mictu- 
rition.''    I  lost  sight  of  this  case. 

H— ,  ait.  29  (Dr.  Alexander,  Epsom).  Perfectly  well  until  June 
I5th,  1892.  Suddenly  fett  a  alight  pain  at  the  glans  at  the  end  of 
mictarition,  and  he  glanced  down  and  noticed  a  drop  or  two  of 
blood.  Quite  well  for  five  weeks ;  he  then  passed,  without  paiut  a 
quantity  of  dark  fluid  blood. 

Fourteen  days  after  this  last  attack  more  blood  appeared,  and 
greater  pain  at  the  glans  after  urination  was  experienced.  Fre- 
quency commenced  at  night. 

Four  months  after  onset  I  saw  him.  The  testes  were  normal,  but 
the  left  lobe  of  the  prostate  contained  a  monkey  nut-sized  deposit. 

Cytioscopif. — Bladder  wall  healthy,  congested  area  in  trigone. 

A  year  later  his  left  seminal  vesicle  swelled.  Tubercle  was  found 
in  the  nrine. 

Two  years  later  the  left  epididymis  became  swollen,  then  the 
right. 
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Six  years  Liter  tbe  dt^postt  in  tlie  left  (obe  of  tbe  prostata  was 
cretaceoua,  bat  the  left  kidney  was  enlarg-ed  and  te&der. 

Treatment  of  the  Inva»ion  of  the  Bladder  from  a  Primary 
Tuberculous  Source  in  the  Epididymis  or  Prostate^ 

The  treatment  for  this  is^  and  raast  be  at  present^  dis- 
appointing. As  long  as  taberciilous  foci  in  the  epididyitiiii 
are  allowed  to  remain  to  tbe  future  distress  ot^  the  patient 
and  discredit  of  surgery,  so  long  will  the  surgical  treat- 
ment of  the  vesical  invasion  by  genital  tuberculosis  be  an 
almost  hopeless  task. 

I  should  countenance  and  advise  the  entire  removal  of 
a  tuberculous  testis  in  a  noo-veiiereal  patient  almost  as 
soon  as  it  is  noticed,  if  no  feelable  deposits  in  the  prostate 
or  vesicular  seminales  can  be  detected.  It  may  be  argued 
that  the  chronic  epididymitis  due  to  posterior  urethritis 
cannot  be  distinguished  from  an  almost  similar  nodular 
mass  in  the  epididymis  due  to  tuberculosis.  It  is  not 
necessary,  I  submit,  to  entertain  the  question.  If  there 
has  been  a  history  of  urethritis  the  disease  has  passed, 
whether  it  be  gonorrhoea!  or  tuberculous^  along  the  prostatic 
channels,  and  it  is  almost  useless  to  remove  a  tuberculous 
testis  (unless  actively  suppuratiiig}  if  there  is  any  pros- 
tatic infection.  But  to  remove  a  testis  the  seat  of  primary 
tuberculosis  oot  only  eradicates  the  original  source  of  the 
mischief  but  also  causes  atrophy  of  the  corresponding  lobe 
of  the  prostate  and  disuse  of  the  vas  and  vesicle.  This 
perhaps  may  reduce  the  vulnerability  of  a  large  section  of 
tbe  high  road  along  which  tubercle  advances  (see  page  195) . 
But  presuming  the  case  to  have  only  applied  for  treatment 
when  the  mucous  membrane  of  the  bladder  has  shown  signs 
of  invasion,  I  should  advise  first  cystoscopy  to  ascertain 
the  character  of  the  deposit ;  if  areas  of  infiltration  and 
extravasation  are  noticed,  a  course  of  Koch^s  tuberculin 
should  be  given.  Finally  the  open  ulcers  should  be 
curetted  if  they  do  not  show  any  tendency  to  heal* 
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3,  Primary  Renial  Tuberculosis  invading  the  Bladder, 

It  is  often  difficult  to  determine  opoii  clinical  grounds, 
the  exact  origin  of  urinary  tuberculosis*  The  problem  is 
even  more  obscure  when  careful  cjstoscopic  evidence  is 
taken.  For  instance,  chronic  tuberculosis  of  one  kidney 
is  occasionally  latent,  and  destructive  changes  progress 
quietly  in  the  gland  without  evoking  any  symptom  beyond 
perhaps  a  vague  backache.  Suddenly  the  bladder  be- 
comes irritable,  and  the  changes  seen  in  that  viscns  may 
be  erroneously  supposed  by  the  cystoscopist  to  indicate 
primary  vesical  tuberculosis.  Again,  great  cedema  of 
.the  trigone  imd  djsuria  may  be  caused  by  ihe  flow  of 
acrid  irritating  urine  from  h  tuberculous  kidney,  and  these 
visual  changes  at  the  bladder  base  may  mislead  the 
observer,  and  cause  him  to  diagnose  primary  vesical 
tuberculosis  when  in  reality  the  focns  of  irritation  is  in 
the  kidneys. 

It  is,  I  submit,  safest  to  select  for  purposes  of  clinical 
study  only  those  patients  who  complain  solely  of  renal 
pain  (fixed  or  radiating)  ;  those  in  whose  urine  tubercle 
bacilli  are  easily  found,  bat  in  whom  no  lower  urinary 
symptoms  are  manifest. 

I  am  not  prepared  to  say  that  my  work  on  this  par- 
ticular subject  is  sonnd.  My  material  has  not  been 
large,  though  it  has  been  rigidly  controlled  by  post- 
mortem examination  (five  cases),  and  by  operative  inter- 
ference (fifteen  cases),  as  well  as  by  many  cystoscopies 
of  bond  fide  tuberculosis  of  the  lower  urinary  tract. 

I  propose  to  advance  certain  propositions  for  criticism. 

Postulate  J. —  Primary  renal  tuhercle  approaches  the 
bladder  by  way  of  the  ureter,  not  always,  oji  one  would  con- 
ceive^by  the  urine  stream,  nor  yet  by  the  surface  of  the  mucous 
membrajie  in  its  continuity,  hut  often  by  a  gradual  progress 
along  the  lymphatics  which  accompany  the  ureter,  or  by  the 
structures  composiiuf  the  wall  of  that  canaL  Whether 
tuhercle  reaches  the  bladder  by  the  wall  of  the  ureter  or  by 


JMi  m  m  fnmmrj  tmbmrtmkmm  of  the  hHMfw  is  m 
Mi  the  opitfefiBs  wUefc  s  int  imlrod^  h^  Ik 
deeper  bjeri  <)f  tbe  taiico^ ;  lo  m  nreteric  tabercolosB 
it  k  004  ike  epitMina  of  ihe  orifieend  the  rnnmnding 
ftr»   llisl   ie   iiivol¥^y  bot   tiie  deeper  Imjen   of   the 


Hence  tke  earlj  Tisael  mppeamiee  of  the  inTSsion  of 
the  bbdder  from  »  tebercnloes  kidoej  is  exactlj  fiiailsr 
(o  tliai  chamctetisiiig  a  primarj  resacal  tuberculosis,  if 
we  except  tbe  changes  of  the  ureteric  onfioe.  The 
dtffereoce  lies  onlj  in  the  positioo.  In  the  former  the 
extraTaeation  areas  are  grouped  aroand  the  ureteric  orifice 
instead  of  beiween  the  ureteric  orifices,  as  is  the  primary 
form.  Certain  well-marked  chauges  in  the  appearance 
of  tbe  ureteric  orifice  serre^  bowerer,  to  distinguish 
between  the  two  forms* 

PonreiUkTE  2. — The  sudden  appearand  of  ike  s^mpiomg 
eharacleruiic  of  tttbereuloeis  of  the  bladder — the  frequency 
of  micturition,  the  meatal  pain  after  the  aet — does  not 
neceeaaribj  itidicate  thai  tuherculosie  hats  actually  reached 
the  hladder.  It  denotes  that  one  of  two  conditions  is 
presfiiiL 

(1)  It  Diay  taerely  point  to  irritative  swelling  of  the 
ureteric  orifice  and  its  corresponding  half  of  the  trigone, 
induced  by  the  descending  irritative  urine  from  an 
inflamed  tuberctilons  deposit  in  the  renal  pelvis.  This 
occurn  early  in  the  course  of  the  renal  disease,  and  as 
ofbtni  as  not  these  lower  urinary  symptoms  are  transient, 
with  or  without  treatment, 

KxampU.—W.  T  -,  BBt.  19  (Dr.  Weakley's  patient),  bad  Buffered 
for  tlire«  monlhft  from  occasional  but  not  severe  pain  in  the  riglrt 
Ifidriey.  fiitterty  freqaency  at  ni^hi  and  pain  at  tbe  glans  penis  after 
mirtiiiitton  hud  hoen  complained  of. 

UriitH  1**15*  faintly  iilkahne  ;  it  contains  a  trace  of  aJbument  a 
Mmall  aiaouNt  of  pus,  numerous  crystals  of  oxalate  of  lime,  cells 
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from  tbe  tuucoaa  of  the  renal  pelris  and  from  the  bladder,  but  no 
caste.     Tubercle  bacilli  in  large  numbers. 

There  was  no  temperatnre.     S^indal  oil  was  useless. 

Cystoscopy. — **  Bladder  entirely  healthj  except  at  the  right  half  of 
the  trigone.  This  part,  with  its  corresponding  ureteric  orifice,  is 
puffed  up  into  a  gelatinous  irregular  mound.  Tbei-e  is  no  tubercle 
in  prostata,  testes,  or  vesiculee  seminales  to  be  felt.*' 

Six  injections  of  Koch's  new  tuberculin  were  administered,  yj^* 
lifft  xhi^  roTj*  1^'  1  ^B'     These  produced  no  rise  of  temperature. 

The  tubercle  bacilli  decreased  tn  numbers* 

Irntabilitj  of  bladder  and  pain  disappeared  afcer  the  last  injection, 
cystoscopy  showed  a  decided  flattening  of  the  oedematous  area  on 
the  trigone. 

Clinical  ev^idence  of  this  fact  is  decided.  Every  ope- 
rating sorgeoo  can  adduce  cases  in  which  uncontrollable 
bladder  spasm,  frequency^  and  pain  were  absolntely  re- 
lieved by  nephrectomy  of  a  toberculous  kidney.  The 
immediate  relief  is  of  course  obtained  by  cutting  off  the 
stream  of  irritating  urine. 

(2)  The  occurrence  of  lower  nrinary  irritability  may 
show  that  the  tuberculous  disease  has  reached  the  lower 
third  of  the  ureter,  and  has  involved  that  section  (half  inch 
from  the  bladder)  which  is  in  reality  part  of  the  bladder. 
The  same  symptoms  are  evoked  by  disease  of  this  part 
of  the  ureter  as  if  the  bladder  itself  were  involved. 
Hence,  although  the  cystoscopist  may  find  no  evidence  of 
disease  in  the  bladder^  yet  the  disease  may  be  within  an 
inch  or  so  of  the  viscus. 

Ejcample.—W.  M— ,  at.  46  (0.  R,  viii.  194).  Bv,  C.  M.  Comer  sent 
this  patient  la  me  in  1S90, 

The  initial  symptom  was  severe  left  renal  colic — no  lower  nrinary 
symptonis ;  four  years  after  onset  dysuria  supervened ;  four  and  a 
half  years  after  onset  his  frequency  was  eveiT"  hour  in  the  day  and 
six  times  at  nigbt.  He  had  sevei'e  pain  and  tenderness  in  the  left 
kidney.  There  was  no  tubercle  in  the  urine.  This  patient's  distress 
was  so  great  he  would  not  wait  lor  me  to  make  up  my  mind  what  to 
do»  but  entered  another  hospitaL  I  followed  bim  and  watched  the 
case.  The  opei-ator  opened  the  bladder  aupi'a-pubicaily.  No  relief 
was  obtained  by  the  drainage  thus  afforded.  Perineal  section  was 
performed  seven  days  later ;  the  patient  died  a  few  days  after  this. 
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On  post-mortem,  which  I  attended,  the  entire  left  kidney  was  found 
transfoimed  into  a  loculated  aac  of  tuberculous  material.*  Tlie left 
ureter  was  enortnonsly  thickened,  the  pen  ureteritis  reaching  almost 
to  the  bladder  wiill.  The  most  careful  Hcriitmy  of  the  bladder 
failed  to  detect  the  small  est  ulcei'ation.  There  was  a  thin  layer  of 
tubercle  between  the  body  of  the  left  testis  and  epididymis. 


Cystoscopy  of  A^esical  Invasion  from  a  Primaey  Renal 

T[JBERCUIiOSI8, 

This  may  be  roughly  and  arbitrarily  divided  into  two 
stagen. 

First  Siatje, — ^In  the  earliest  stage  the  orifice  of  the 
ureter  has  lost  its  slit-like  shape.  It  is  open^  its  lips  are 
romidedj  the  epithelial  surface  is  dull,  the  area  j«round  it 
is  swollen  and  patched  with  extravasation  ;t  perhaps 
small,  clear,  grape-like  glands  are  visible  near  it.  If  how- 
ever, the  Jidjacent  postero-superior  wall  is  examiued,  vivid 
red  or  dull  red  extrava^^ations  are  visible  (Fig.  68),  the  sur- 
face of  which  may  be  peeling.  The  rest  of  the  bladder 
is  healthy  ;    the  opposite  ureteric  orifice  is  norinaL 

It  is,  however,  in  the  next  and  more  advanced  stage 
that  the  cystoscopy  becomes  more  certain,  for  the  orifice 
becomes  characteristic,  and  moreover  if  the  kidney  rttracts 
under  the  ribs^  us  it  does  in  tbat  eluss  in  whicli  the  kidney 
is  inflamed  without  forming  abscess* j  the  ureter  becomes 
stretched,  the  vesical  orifice  becomes  displaced,  and  the 
lower  angle  of  the  bladder  base  is  "  pulled  out," 

•  Thii  cliarncteriitic  of  tlie  lower  pikI  of  the  ureter  to  evoke  bladder 
distress  it  ofteu  miileading.  Compare  chapter  uii  *' Ureter — deftcendhig 
stone." 

f  It  in  helieved  by  Meyer  th«t  pmietifonn  btemorrlmges  occur  around  the 
ureteric  orifice  in  ttiber^eulosi*  de«ct;ndinK'  from  the  kidney.  This  may  be  ii>, 
but  I  Imve  Been  the^^e  fine  petechim  in  canes  of  descending:  rciml  liilcului. 
I  may  support  this  *itat€iiietit  by  refprriiig  to  a  boy  whose  mother  liad  died 
of  plithisis.  He  hud  a  typical  tnborciilous  aspeet,>  mul  bis  symptonvs  were 
thofc  of  enrly  renal  phthisis.  The  right  ureteric  oriflee  was  surmnnded  by 
puiiL*tiform  hujmorrhages.  No  tubercle  bacilli  could  be  found  in  the  urine* 
I  explored  the  right  kithiey.  expectitiir  in  have  to  remove  it,  but  it  wm»  quite 
healthy,  rind  the  patient  subse^^uently  passi^d  an  oxalate  of  Ume  stone. 
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Second  Stage. — That  of  caked  pntnlons  displaced  ure- 
teric orifice.  The  orifice  of  the  ureter  leading  to  the 
tuberculous  kidney  now  changes  very  decidedly  in 
appearance.  It  becomes  an  irregular  sharply  cut  hole, 
with  a  thin  whitish  inlaid  edge,  as  if  surrounded  by  wax 

Fio.  68. 


Bladder  and  prostatic  urethra  laid  open.  Descending  tuberculous 
invasion  of  bladder  from  tuberculosis  in  rigbt  kidney  ninrke<i  by 
shaded  arens  A.  The  right  ureteric  orifice  is  Isrge,  open,  and  dis- 
placed. 

or  lard.  Part  of  the  mucous  membrane  may  proptose 
and  appear  as  a  red  segment  in  the  white  circle,  but 
this  is  not,  I  believe,  common.  The  position  of  the 
orifice  may  also  be  changed;  it  may  become  displaced, 
and  the  bladder  funnels  slightly  towards  the  hole  because 
the  walls  are  palled  oat  by  the  retraction  of  the  ureteric 
tube  (q.  v.). 

The  area  around  has  also  changed  its  character,  the 
ecchymosed  areas  are  now  pinched  up,  and  each  pinch  is 
Jixed  ;  it  cannot  be  expanded  by  over-distension. 


204  ELKCTRIC-LIGHT    CTSTO8C0PT* 

Here  and  there  these  sharply  pinched  red  ridges  are 
ulcerated.  Moreover  vibices  cross  the  posterior  wall, 
the  opposite  ureteric  orifice  is  changing  its  shape,  and  it 
is  obvious  that  the  entire  viscus  has  become  affected. 


Note  on  tJm  Dwplacemmit  of  the  Lower  Orijice  of  the  Ureter, 
with  dragging  outwards  of  the  Lower  Angle  of  the 
Bladder  Base  in  Re^ial  Tuberculosis, 

I  wish  to  draw  attention  particularly  to  this  phenomenon, 
for  I  believe  that  when  it  is  present  it  affords  the  most 
conclusive  cystoscopic  proof  of  the  partial  destruction 
of  a  small  tmfeelable  kidney  by  tuberculosis.  It  consists, 
as  I  have  said,  in  the  displacement  of  the  vesical  orifice 
of  the  ureter  from  its  normal  position  in  the  posterior 
superior  angle  of  the  trigone  of  the  bladder.  Instead  of 
being  an  inch  and  a  half  from  its  fellow,  and  at  the  same 
distance  from  the  urethral  orifice,  it  is  often  found  to  be 
ae  much  as  two  inches  from  either  opening.  The  bladder 
side  is  seen  to  be  slightly  funnelled  into  the  diseased  ure- 
teric orifice,  and  that  side  of  the  bladder  base  to  be 
"pulled  out/' 

This  is  readily  recognised  tit  an  autopsy,^ — in  fact,  I 
noticed  it  first  during  a  post-mortem  examination  of  an 
advanced  case  of  urinary  tuberculosis  (Fig.  69),  I  did 
not  understand  it  at  the  time,  but  merely  noted  it. 
When  I  found  the  same  fact  recurring  in  cystoscopy  I 
realised  I  had  acquired  a  diagnostic  point  of  some 
importance. 

The  displacement  occurs  whether  the  entire  ureter  is 
tough  and  extremely  thick,  with  chronic  ureteritis  (Gar- 
gantuan ureter),  or  whether  the  lower  third  of  the  ureter 
only  is  thus  affected.  As  far  as  mj  material  serves,  there 
is,  I  find,  always  retraction  of  the  kidney  under  the  ribs, 
with  fixation  of  that  organ  from  inflammation  and  ad* 
hesion  to  the  liver  on  the  right,  and  to  the  stomach  and 
spleen  on  the  left,  when  the  orifice  is  found  displaced. 

This    retraction    and    fixation    of    the    kidney    causes 
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stretching  of  the  ureter,  I  believe  the  lower  third  of 
the  ureter  is  always  thicker  and  itiexteneile,  for  the  con- 
dition IB  still  noticeable  after  nephrectomy  and  upper 
ureterectoiny. 


Trigone  of  blidd^r  showiog  the  tight  ureteric  orifice  A  dispUced 
by  reao'iiretcric  tuberciUosb  (cf.  psge  113). 

Bnt  most  chronically  inflamed  kidneys,  tuberculoos  or 
not  J  in  my  experience  lie  high  op  under  the  ribs,  and  tend 
to  become  fixed  at  both  ends,  the  upper  and  the  lower. 
They  only  descend,  or  seem  to  descend,  from  under  the  costal 
archj  to  become  apparent  to  touch  or  sight  when  an  absceaa 
in  the  cortex  has  increased  the  actual  size  of  the  gland^ 
or  a  decided  enlargement  of  the  entire  organ  has  taken 
place.  Do  the  ureteric  orifices  of  such  kidneys  become 
displaced  ?  I  cannot  say ;  I  have  not  noticed  it,  and  I 
believe  the  difference  between  the  two  groups — the  tuber- 
cxdous  and  the  simply  inflamed,^ — in  the  drag  action  which 
they  exert  on  the  ureter^  is  that  in  the  tuberculous  the 
ureter  is  infiltrated,  and  cannot  stretch  without  dragging 
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at  the   bladder   msertioQ    of    the    orifice  ;   whilst   in    the 
simply  inflamed  kidney  the  ureter  retains  its  lissom  exten- 
sile property.    But  in  some  tuberculous  kidneys  there  is  a 
Igrent   ihiekeuingf  of  the  organ,  and  it  forms  a  fixed  mass 
(which  is  easily  felt  under  the  ribs.     Does  such  a  kidney 
'  drag  upon  its  ureter  and  displace  its  vesical  orifice  ?      I 
I  cannot  say.      In  such  a  case  the  diagnosis  has  been  easy, 
and  I  have  not  cystoscoped.      It  is  ouly  in  the  unfeolable 
tuberculous  kidneys  that  I  have  noticed  the  displacement 
of  the  ureteric  orifice, 

(a)  If  a  cystoscopist  finds  an  irregular-shaped,  caked, 
and  patulous  ureteric  orifice,  he  may  diagnose  destructive 
changes  in  the  kidney  of  that  side. 

{h)  If  DO  renal  tumour  can  be  felt  on  that  side,  and 
he  notices  that  the  ureteric  orifice  h  caked,  patulous, 
and  dUplactidf  he  may  proceed  a  step  further  and  dia- 
gnose without  hesitation  a  retracted  inflamed  adherent 
kidney,  witli  probably  one  or  more  if  mall  cortical  abscesses 
in  the  upper  end  of  the  organ. 

(r)  If  in  addition  to  the  caked  and  patulous  ureteric 
opening  tubercle  bacilli  are  present  in  the  urine,  destruc- 
tive tuberculous  changes  of  pelvis  of  the  corresponding 
kidney  may  be  diagnosed  and  the  kidney  nephrectomisedj 
provided  that  the  opposite  ureter  appears  healthy,  and 
the  urine  from  it  (obtained  by  catheterising  its  ureter) 
(ippears  abundant  and  of  good  specific  gravity. 

(d)  He  may  suspect  the  renal  origin  of  urinary  tuber- 
culosis if  he  finds  with  this  caked,  patulous,  and  displaced 
ureteric  orifice,  that  extravasations  are  strictly  localised  to 
the  ureteric  area. 

(fi)  But  if  the  disease  is  already  far  advanced  in  the 
bladder,  and  much  of  the  mucous  membrane  is  stripped 
away,  he  cannot  on  cystoscopic  grounds  assert  that  the 
disease  originally  commenced  in  the  kidney,  although  the 
ureteric  orifice  is  caked,  patulous,  and  displaced,  for 
these  changes  are  also  induced  by  extension  from  below 


BLKCTBIC-LIOHT  CYSTOSCOPY.  207 

upwards.  All  that  now  can  be  asserted  under  these 
circumstances  is  that  the  kidney  is  undergoing  destruc- 
tive toberculotiB  change. 

The  Advantage  gained  hy  these  Cysimc&pie  Facts. — A 
patient  applies  witli  tubercle  in  the  urine  aud  an  eaMly 
felt  moveable  kidney,  in  or  around  which  h  slight  aching 
is  complaiued  of.  Is  that  kidney  to  be  removed  ?  It  is 
a  tempting  diagnosis  to  locate  the  tubercle  in  that  kidney, 
and  to  advise  nephrectomy.  But  in  some  eases  the  clinician 
wiU  be  wrongs  and  the  operator  will  remove  the  wrong 
kidney  if  he  acts  on  this  impnisej  for  the  moveable 
kidney  may  be  the  healthy  gland. 

Tubercle  of  the  kidney  in  some  cases  progresses  very 
quietly,  and  as  the  dise«se  gradually  cripples  the  secreting 
texture  its  fellow-gland  takes  on  more  and  more  of  the 
I  work.  With  the  increased  acti\uty  it  enlarges  and  often 
I  aches.  In  women  especially,  a  compensatorily  hypertro- 
phied  kidney  becomes  feelable  and  moveable.  Cystoscopy 
will  show  in  this  case  that  the  feelable  and  moveable 
gland  is  healthy^  for  it  has  a  normal  or  slightly  enlarged 
ureteric  orifice,  whilst  the  opposite  kidney  will  be  seen 
to  be  diseasedj  for  its  ureteric  orifice  has  an  irregular 
outline^  a  widely  open  thickened  mouthy  and  that  it  is 
displaced. 

Let  the  latter  kidney  and  as  much  as  possible  of  its 
ureter  be  removed,  and  the  patient,  other  things  being 
eqnni,  will  have  been  operated  upon  with  judgment, 

Eacmnple, — A  lady,  »t,  32,  was  brought  to  me  by  Dr.  Delamotte, 
of  Staines,  oq  Janiiary  7th,  1895,  with  a  two  years'  bistorj  pointing 
to  urinary  tiibercalosis.  I  gave  thia  diagnosis,  hut  as  her  uterus 
was  misplaced  I  requested  a  gynaecological  opinion  concerning  tUe 
influence  of  the  uteroa  on  the  ureter.  The  patient  returned  with 
Dr,  DelamcAte  two  years  \sl.Uit.  A  gynaecologist  had  been  consulted, 
and  having  pooh-poohed  the  diagnosis  of  tuberculosis,  be  had  been 
ACiiTely  treating  the  womb.  Latterly,  finding  the  patlent^s  urine 
contained  albumen  and  blood,  and  that  her  ri^ht  kidney  was  enlarged 
and  moveable,  this  gentleman  had  diagnosed  moveable  kidney«  and 
had  decided  to  perform  nephforrbapby.  I  was  then  (January,  1897^ 
asked  for  my  opinion,  and  obtained  permission  to  cystoscope. 


^ 
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TI16  i^  ureteric  oriBce  (Fij^.  70)  wm«  patent  uid  caked ;  it  was 
obvioiifilj  tnberccilons.  I  did  not  notice  anj  diapUcement—in  fact, 
I  was  not  then  alive  to  the  significance  of  thia  condition.  The 
right  tireteric  opening  was  healthy.     Tnhercle  waa  found  in  the 

Fig.  70. 


^ 


Ex*ggent«d  dijig^rnm  of  a  cuked  aad  patulous  left  ureteric  orifice. 
The  sise  is  uot  to  scale. 

aiine,  and  relying  on  the  caking  and  patency  of  the  left  tireteric 
opening.  I  diagnosed  tubercalous  deatraction  of  the  left  kidney  and 
ureter,  and  removed  the  organ  by  the  lumbar  incision. 

It  was  a  collection  of  tubercaloas  abscesses  with  thin  phosphatic 
shells — "  dirt- stones.**  The  lady  recovered^  the  wound  healing  by 
first  intention.  The  specimen  was  examined  by  Mr.  Targett  and 
reported  to  be  tiibei-culous.  Had  the  right  kidney  been  stitched,  as 
sQggested,  the  result  would  not  only  ha?e  been^  futile  hut  perhaps 
fatal. 

Cystoscopy  {after  two  ifenrB). — Left  ureteric  orifice  still  open; 
bladder  not  ulcerated ;  right  ureteric  orifice  healthy. 

I  have  watched  this  case  three  years.  Tubercle  bacilli  have 
never  been  found  since. 

Symptoms  of  Primary  Renal  Ttiherculoaig, 

To  erit€r  fully  iuto  the  symptoms  of  renal  tubercle  does 
not  lie  within  the  scope  of  the  work,  but  the  following 
remarks  are  sufficiently  germane  to  the  subject  to  be 
included. 

If  we  omit  the  very  rare  form  of  latent  tnbercolosis. 


^ 
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there  are  certain  pronounced  symptoms  whicli,  when 
taken  in  conjunction  with  the  passage  of  tuberculous 
nriney  lead  one  to  suspect  pninary  renal  tabercnlosis« 
The  cases  range  themselves  in  two  distinct  classes  •  (a) 
those  with  fixed  renal  pain ;  (h)  those  with  renal  colic. 

(a)  Tuberculous  Kidneij  evoking  Fixed  Renal  Fain  and 
Surly  Pyuria. — This  clnss  is  moch  more  commonly  met 
with,  80  per  cenL  ITxe  symptoms  seem  to  depend  on 
the  destniction  of  the  pelvic  mncous  membrane  and 
renal  structure,  the  urine  and  debris  escaping  freely  along 
the  open  channel  of  the  ureter.  Although  there  may  be 
some  thickening  of  the  walls  of  this  tube  from  peri- 
ureteritis, yet  the  channel  is  wide  enough  to  carry  off 
the  secretion  without  exciting  renal  colic  as  a  general 
rule,  though  occasionally  a  clump  of  raucus  or  debris  may 
be  caught  and  may  give  rise  to  a  colic.  The  renal  pain  is 
at  first  slight  and  intermittent,  disappearing  for  weeks^  but 
reappearing  in  a  more  severe  form  until  it  becomes 
constant.  It  is  chiefly  felt  behind,  over  the  lower  ribs ; 
it  is  coverable  with  the  palm  of  the  hand  {not  the  thumb, 
as  so  often  appears  to  be  the  case  in  oxalate  of  lime 
stone).  After  a  few  months  the  patient  becomes  liable 
to  transient  attacks  of  frequency  of  micturition  and  meatal 
pain  after  the  act.  These  attacks  will  vary  in  duration 
from  a  few  honrs  to  a  few  days,  and  may  be  doe  to  the 
caustic  action  of  the  urine  or  to  transient  attacks  of 
descending  pyelitis.  Probably  the  former,  for  it  is  con- 
ceivable that  noiv  and  again  ptomaines  from  the  colon,  or 
chemical  substances  produced  by  the  disintegration  of 
the  tuberculous  processes,  are  added  to  the  secretion 
which,  passing  over  the  sensitive  neck  of  the  bladder, 
evoke  passing  dysaria  (cf.  case,  page  200), 

As  months  pass  the  renal  pain  ceases,  but  coincident 
with  its  subsidence  appear  those  symptoms  which  are 
characteristic  of  vesical  invasion^ — frequency  of  mictu- 
rition, glans  or  meatal  pain  after  the  act,  and  occasional 
slight  heamorrhages. 

u 


Ae  thaJer  ks  liecMie  dofiftiieif  aloerated  there 

o^tarm"  Mjapkia  of  wamm  vsIbo  which  may  be 

in   woBieiL.      When    tlie    cf^ieric    orifice    has 

vleeisted,  the  p^tioni  eumot  sleep  on  that  side 

For  Uam  powtion  nggimvatoi  the  irritability  of  the 

The  padent,  therefore^  keeps  on  the  side  oppo* 

flte  to  die  dncMed  meter. 

(i)  Tuhcremkmm  fidaef  e«eJb*ii^  Aaial  Csiif. — Primary 
tnberdle  of  the  Iddney  may  in  the  minoritr  of  cases  {20  per 
eenL)  prodaee  reoAl  eotioa  alBoel  exactly  like  those  of 
renal  atoM,  and  tlua  alnosl  from  llie  onaei  of  the  disease. 
The  fint  symptom  may  be  a  renal  oolie^  and  the  attacks  may 
nmitiane  until  the  kidney  haa  giren  op  secreting  nrine. 
Thm  eoltc  is  dne  to  the  narrowing  of  the  pelvic  orifice  of 
the  nreter  and  to  thiekeoiog  of  the  nreteric  walL  It  ia 
■STprising  how  thick  the  nteter  can  become ;  aotne  are  the 
lU^ness  and  ^oOdiiif  of  thnmbs  or  forefingers,  and  on 
nection  a  tiny  circle  represents  mil  that  is  left  of  the  areteric 
chatineK  I  rentare  to  suggest  that  in  these  cases  there  is 
an  inherited  tendency  t€>Jihrvid  phthisis.  I  beliere  that 
when  SQch  kidneys  are  shnt  off  by  occlnsion  of  the  nreter, 
the  lymphatic  tmnks  of  the  channel  become  plugged,  and 
the  disease  is  walled  in.  Anyway  these  patients  seem  to 
enjoy  a  longer  lease  of  life,  and  to  be  the  more  faTonrable 
subjects  for  obtaining  a  cnre  by  nephrectomy. 

Trtatmumi. 

(a)   In  the  ''  fixed  renal  pain  **  gronp. 

I  make  it  a  mle  in  my  own  practice,  when  a  yonng 
adnit  patient  is  passing  pynric  nrine  and  is  complaining^ 
of  aching  in  one  loin,  to  hare  the  urine  examined  for 
tubercle,  whether  there  is  a  family  history  of  phthisis 
or  not-  If  mbercle  is  fonnd,  and  there  are  no  Eymptoms 
of  bladder  irritation,  I  adrise  a  coarse  of  Koch's  new 
tnbercnlin,  on  the  chance  that  the  disease  is  limited,  and 
that  it  may  become  so  affected  by  the  injection  as  to 
break  down  and  pass  by  the  natural  chanoel,  for  we  are 
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quite  uoable  to  say  how  much  of  the  kidney  is  affected. 
I  do  not  consider  it  advisable  to  cystoscope  unless  one  is 
able  to  do  so  in  the  natural  medium^  and  this  rarely 
occurs.  If  the  treatment  proves  ineffectual  I  nephrecto- 
mise. 

If  tubercle  cannot  be  found  in  the  urine  it  is  of  para- 
mouut  importance,  in  cases  where  the  family  history  of 
phthisis  is  marked^  to  cystoscope  and  examine  the  ureteric 
orifice  and  its  neighbourhood  in  order  to  ascertain  the 
cause  of  the  renal  pain,  whether  it  be  due  to  primary 
renal  tuberculosis  or  stone. 

(6)   In  the  renal  colic  group. 

In  treating  primary  renal  tuberculosis  marked  by  renal 
colic  I  object  to  the  use  of  Koch's  tuberculioj  for  I  hold 
that  the  renal  colic  is  absolute  evidence  of  tuberculous 
invasion  atid  thickening  of  the  ureteric  channel^  and  the 
swelling  of  the  deposit  in  the  wall  of  the  tube  caused  by 
the  injection  is  quite  sufficient  to  block  the  tiny  channel 
which  often  remains.  The  tissue  changes  which  take 
place  in  the  kidney,  as  a  consequent  of  the  tuberculin  in- 
jection, are  thereupon  retained,  and  may  induce  swelling  of 
the  organ  and  extension,  for  the  inflammatory  wall  which 
the  disease  has  already  constructed  around  the  dangerous 
foci  is  easily  overstretched,  and  permits  of  a  leakage  into 
the  perinephric  tissues.  It  is  probably  better  in  the  renal 
colic  class  to  nephrectomise  immediately  after  cystoscopy 
of  the  ureteric  orifice. 


CHAPTER  XI. 

MALIGNANT    ULCEKATION    OV   THB    BLADDER. 

In  one  sense  it  is  true  that  every  form  of  malignant 
disease  of  the  bladder  may  be  comprehended  under  the 
title  of  this  chapter^  for  every  form  sooner  or  later  breaks 
down  and  its  surface  becomes  ulcerated^  but  this  is  not^ 
I  submit^  the  correct  definition  of  malignant  ulceration. 

Epithelioma^  the  malignant  disease  of  the  bladder^  is 
subject  to  great  variation ;  at  one  time  the  stress  of  the 
disease  falls  upon  the  epithelial  layer^  and  large  fungous 
masses  are  formed;  in  other  cases  it  is  the  submucous 
layer  which  is  more  especially  affected^  and  great  density 
of  this  and  the  underlying  tissues  result.  This  variation 
in  form  and  character  depends^  as  Gross*  originally  pointed 
out  in  1876,  upon  the  extent  to  which  squamous  evolution 
is  present.      (Paul,  1884.)t 

There  is,  then,  a  variety  of  epithelioma  which  takes 
the  form  of  an  ulceration,  visually  comparable  in  its 
early  stages  to  rodent  ulcer  or  epitheliomatous  ulcer  of 
the  skin.  It  is  to  this  particular  group  that  the  term 
malignant  ulceration  should  be  applied. 

It  is  a  rare  disease,  if  I  may  judge  from  the  museums 
of  Europe,  the  literature,  and  ray  own  experience,  for  I 
have  met  with  only  a  few  cases  in  actual  practice.      Those 

•  8  l>.  Oro«,  •  Diseases  of  the  Urinary  Bladder/  1S76.  p.  H3. 

t  **The  ttsoal  varitelv  of  cjimaoma  of  the  bladder  i*  tlio  opithelial;  mhat 
WAS  fVunuerlx  cttUed  scirrhus  i»  DOthin^  morv  thui  the  firm,  infiltrating  form 
of  opitlM^iouia,  chanctertM^i  br  a  dense  *troaa  of  fibrous  tissue,  pervadol 
b\  »«iaU  and  infv^^aent  alxYoa  which  coauin  heaps  of  Kx>*e  epsthel-al  cell* 
und  e|ttd<nii)e  pe«ri».  The  sv^fl*  ;a:cv  mednr.^\  or  fan^^id  aifection  ^^cer- 
ally  delKVuinate^i  etwphaknd  it  of  the  «  v.e  natcne.'*  ^F.  T.  l^iul.  •  Br::,  Med. 
Jounsi^*  Jaa.  l:^h.  1S^4.> 
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I  have  seen  agree  in  their  general  features  with  the  isolated 
iDstaQces  which  have  been  reported  from  time  to  time  in 
the  literatyre. 

Cfj8tQ9cctpy, — Sach  cases  do  not  bleed  easily  in  the 
earlier  stages^  and  they  seem  also  to  be  very  tolerant  to 
the  impact  of  the  sound.  Probably  this  is  dne  to  the 
dense  structure  of  the  ulcer.  If  the  bladder  be  over-dis- 
tendedj  however,  they  bleed  freely,  and  cystoscopy  is 
futile. 

The  typical  aspect  of  the  growth  resembles  the  ordinary 
epithelioma  tons  ulcer  of  the  skin.  The  base  is  uneven, 
nodulated^  and  sloughy.  The  edges  are  upraised,  in- 
durated, and  sinuous.  The  site  is  usually  at  the  trigone 
whence  the  adjoining  walls  are  invaded,  but  the  posterior 
wall  low  down  is  also  a  favourite  area.  It  is  exceptional, 
I  believe,  to  find,  either  on  cystoscopy  or  post  mortem^ 
any  trace  of  "  villous  covering.''  Villous  processes  may 
be  present  in  the  very  earliest  stage.  In  fact,  judging 
from  the  frequency  with  which  invading  growths  approach- 
ing the  mucous  surface  of  the  bladder  from  the  peritonenm 
are  heralded  by  a  layer  of  villous  processes,*  this  form  of 
hard  epitheliotna  should  also  be  temporarily  covered  by 
\nl1ous  processes.  Probably  they  dehisce  and  are  cast  off 
with  the  sloughs  which  are  formed  by  the  necrosing  sur* 
face ;  anyway  they  are  never  seen.  The  ulcer  is  invariably 
single, 

Hilton  Fagge  thus  describes  a  case.  The  bladder  was 
contracted  to  about  the  size  of  one's  fi&t.  Its  wall  was 
three  eighths  of  an  inch  thick.  Its  lining  membrane 
was  deeply  inflamed.  Its  posterior  wall  displayed  an 
open  nicer  of  about  the  size  of  a  five-shilliDg  piece,  with 
an  irregular,  sloughy  surface,  with  thiok,  raised,  everted 
edges,  and  with  its  floor  and  margin  alike  infiltrated  with 
an  opaque,  white,  soft  growth,  obviously  of  malignant 
nature.  The  microscope  showed  that  this  was  a  typical 
squamous  epithelioma  with  numerous  and  large  bird's- 
nest  aggregations. 

•  AoUior^  *  Tamourt  of  the  UriDArj  BUdder.*  futu  u  p.  33. 
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The  ed^e, — The  prominent  edge  is  thick,  and  the 
sarrace  marked  by  iiiiDutely  inji^cted  vessels.  It  spreads 
slowly,  invadiug  the  deeper  layers  of  the  bladder  as  it 
eats  its  way  on  the  surface,  and  it  finally  covers  large 
tracts  of  the  bladder.  Thus  in  one  case  (Hiira)  *  it 
stretched  on  the  inner  surface  of  the  pubes,  along  the 
right  side  to  the  apex,  and  thenco  crussed  to  the  left. 
On  the  right  side  the  growth  was  much  the  thickest, 
whilst  on  the  left  its  advancing  margin  was  i-aised  a 
quarter  of  an  inch  above  the  level  of  the  mucous  mem* 
brane. 

The  hose, — The  surface  of  the  ulcer  is  usually  nodu- 
lated. It  is  at  first  strictly  limited  in  extent^  for  the 
growth  infiltrates  the  subjacent  wall^  but  it  does  not  tend 
to  diffuse  itself  far  in  front  of  the  rolled  margin  just 
mentioned.  The  depressed  base  of  the  ulcer  patch  de- 
pends upon  the  destruction  of  the  growth  which  originally 
rose  slightly  above  the  level  of  the  mucous  membrane,  and 
it  sometimes  happens  that  on  cystoscopy,  or  post  mortem, 
small  loose  or  semi -ad  he  rent  masses  of  broken-down 
material  are  met  with.  Thus  in  Hilton  Fagge's  case 
several  soft  masses  lay  loose  in  the  bladder  as  large  as 
nuts  or  almonds,  all  showing  "  nests  ^'  inicroscopically. 
In  parts  of  the  nicer  the  destructive  change  may  not 
have  been  sufiicient  to  convert  the  surface  into  a  shallow 
depression,  and  a  lumpy,  uneven-surfaced  growth,  with 
the  abrupt  raised  edge  described  above  is  met  with. 
This  condition  is  easily  recognised  by  the  finger, 

Caiuaiion, — Hilton  Fagge,t  who  observed  two  cases, 
seems  to  have  considered  that  irritation  plays  no  un- 
important part  in  the  causation  of  the  ulcer.  He  says, 
speaking  of  a  case  in  which  the  patient  had  habitually 
passed  an  instrument  for  tweuty-seven  years  :  "  It  will 
be  observed  that  the  seat  of  the  ulcer  was  not  at  the 
trigone,  but  behind  it,  corresponding  exactly  with  the 
spot  at  which  the  point  of  a  catheter  would  impinge  upon 

•  Berkeley  HiU.  *  Brit  Ue4.  Joura.;  1881,  p.  75S,  pt.  1, 
t  F«gge,  *  PatU.  TrAU6.;  vol.  ijiflii,  p,  168.  I877, 
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the  vesical  wall,  and  where  an  ecchymoais  is  not  un- 
commotilj  footid  after  the  introdtiction  of  sach  instraments^ 
a3  Mr,  Hilton  long  ago  pointed  oat.^' 

It  is  remarkable  that  the  three  openings  of  the  bladder 
escape  being  the  primary  site  of  epitheliomatoiis  nlcers. 

Symjjiomatology. — With  very  few  exceptions  the  dia- 
ease  commences  after  the  age  of  fifty,  and  nearly  always 
affects  the  male  sex.  Its  syniptoms  markedly  resemble 
those  of  stone  in  the  bladder. 

Frequency  of  micturition  and  pain  in  the  glans  penis 
after  the  act  are  the  initinl  symptoms,  hat^maturia  being  a 
later  symptom.  In  this  it  differs  from  the  softer  form  of 
epithelioma,  where  hiematuria  is  the  first  symptom,  and 
frequency  and  glans  penis  pain  appear  later.  At  first 
there  are  marked  intervals  of  ease,  occurring  apparenlly 
withont  canse,  amonnting  to  weeks  of  rest ;  than  the 
freqaency  and  pain  recurs.  Often  as  not  it  is  a  chill  or 
exposure  to  wet  which  causes  a  relapse.  The  symptoms 
may  be  examined  in  detail. 

Frequency, — Like  other  ulcerations  of  the  bladder,  this 
— the  epitheliomatons  ulcer, — even  when  quite  superficial, 
keeps  the  bladder  in  a  state  of  extreme  irritability.  The 
perpetual  irritation  of  the  exposed  surface  induces  a  great 
desire  to  urinate,  and  even  when  the  act  has  been  com- 
pleted the  patient  has  not  the  satisfied  feeling  of  relief. 
Any  slight  over*distension,  even  four  ounces,  induces  some 
spasm  of  the  detrusor  and  imperious  desire,  by  dragging 
on  the  edge  of  the  ulcer.  When  the  muscle  becomes 
exposed  the  frequency  is  still  more  marked,  until  finally 
the  bladder  wall  becomes  infiltrated  with  irritating  growth, 
and  its  capacity  so  lessened  that  only  a  few  spoonfuls  can 
be  retained. 

Pain, — The  disease  is  of  all  forms  of  vesical  growth 
the  most  painful^  and  the  lumbar,  perineal,  groin,  and 
leg  neuralgias  are  often  most  distressing.  This  is  due  to 
the  hard,  tough  growth  compressing  the  nerve- tmnks  of 
the  base.  The  pain  chiefly  complained  of  is  a  constant 
penile  pain.     This   may  be  so  severe  as  to  cause  down» 
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right  agony.  One  man,  a  patieTit  of  Mr,  Nunn^s,^  cut 
off  th©  end  of  his  penis  witli  his  knife  t^>  relieve  himBelL 
In  rare  cases,  when  the  ulcer  is  high  up  on  the  posterior 
wall,  the  pain  may  be  snpra-pubic  aod  increased  by 
micturition. 

The  pain  of  spaam  in  the  later  stages,  which  is  common 
to  nil  infiltrating  growths,  is  in  some  cases  almost  '*  teta- 
noid/* I  have  watched  waves  of  severe  spasm  succeed 
each  other  every  twenty  or  thirty  minutes,  the  patient 
holding  his  breath  and  straining  with  every  muscle  of 
respiration,  ordinary  and  extraordinary,  in  his  effort  to 
relieve  his  bladder  of  a  teaspoonful  of  urine.  It  might 
be  supposed  that  supra-pubic  drainage  would  relieve  such 
suffering,  but  with  the  bladder  the  size  of  a  small 
Tangerine  orange  the  presence  of  the  tube  does  more 
harm  than  good.  Even  the  soft,  blunt  nose  of  a  Jacques' 
catheter  placed  in  the  bladder  through  a  supra-pubic 
opening  causes  the  greatest  pain,  which  morphia  in  toxic 
doses  does  not  adequately  relieve. 

Hmmahn-ia. — Bleeding  is  not,  in  my  ejcperience,  so 
tnarked  a  symptom  in  epitheliomatous  ulcer  as  it  is  in 
the  softer  form  of  epitheliomatous  tumour,  nor  does  it 
usually  depend  upon  movement^  as  some  of  the  softer 
growths  seem  to.t 

Phos^jjhafic  *'  drri  **  stmies, — ^An  additional  source  of 
agony  to  the  patient  consists  in  the  encrustation  of  parts 
of  the  nicer  or  its  slongh  with  phosphate  of  lime.  These 
spongy,  pumice-stone  pieces  fret  the  bladder  and  block 
the  sensitive  prostatic  urethra,  necessitating  the  use  of  a 
catheter  or  even  the  lithotrite. 

As  the  epithelioma  traverses  the  muscle  wall  it  becomes 

•  Nunn,  *  Path.  Tr«ni./  vol.  xix,  1868,  p.  204. 

f  A  cttie  in  point:— Sir  H.  Thorn pion  reeorde  (' PaUi*  Tritii V  toI.  rwiii, 
1SG7»  p.  162)  a  case  of  »  geittleman,  aged  61 1  who  used  ti>  have  severe  bleed- 
ing on  eiuy  exertion,  even  on  going  upBtain.  On  pott-tnortetn,  n  large  idaas 
of  very  soft  and  broken- down  mater i&l,  loosiily  attached  to  a  growth  of  wid« 
base,  c'irculitr  in  form,  about  three  inchei  in  dt&tnetert  wa»  found,  occupyin|r 
the  floor  and  part  of  the  right  side  of  the  bladder.  There  wai  no  induratioti 
of  the  baie  nor  of  the  part*  around. 
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detectable  per  rectum  as  a  thick,  dense  plaque^  and 
later,  the  hardness  can  be  often  traced  to  one  or  other 
groin  by  implication  of  the  lymphatics  along  the  iliac 
vessels.  The  ureter  of  that  side  upon  which  the  nicer 
arises^  usually  becomes  partially  blocked  or  throttled  by 
hard  growth,  the  corresponding  kidney  first  becoming 
inflamed^  then  useless.  The  other  kidney  and  ureter  are 
then  enlarged  and  volnerable  to  ascending  septic  pyelitis, 
to  which  the  patient  often  succumbs. 

ExampU  I, — Six  moutbs  before  I  aaw  G.  D— ,  whose  age  waa 
only  thirty-two,  be  began  to  hare  pain  at  the  top  of  the  penis 
when  be  made  water,  a  scalding  pain  being  left  in  the  same  position 
after  micturition.  Thia  gradually  got  worse,  and  he  beg^n  to  pass 
*'  mortar."  Then  he  had  pain  in  his  left  side.  Three  months  after 
the  onset  a  few  drops  of  blmjd  appeared  at  the  end  of  nriuation ; 
there  was  no  straining.  When  I  saw  him  first  he  was  passing 
water  every  two  hours  in  the  day»  and  had  to  rise  thrice  in  the 
night.  He  had  moderate  pain  in  the  glans  penis  after  mictarition, 
and  occasionally  passed  blood.  He  showed  me  large  pieces  of 
necrotic  dihrU,  permeated  with  phosphate  of  lime  salts,  which  he 
had  passed.     Prostate  and  testes  normal :  urine  actd. 

On  cystoscopy  I  discovered  on  the  right  side  of  the  base  a 
crateriform  ulcer  with  an  upraised  gelatinous  edge.  At  the  inner 
and  upper  part  a  white,  phosphatic,  necrotic  tag  was  adherent. 
The  base  of  the  nicer  was  irregular,  but  showed  no  granulatione. 
It  was  apparently  excavated  mucous  membrane.  The  thin  inside 
edge  of  the  ulcer  was  very  sharp. 

I  did  not  deem  the  case  operative,  and  lost  sight  of  him,  but  he 
came  under  my  care  twelve  months  lateiv  He  bad  lost  flesh.  He 
was  then  passing  water  every  twenty  minutes,  day  and  night,  with 
extreme  pain.  Small  pieces  of  phosphatic  material  were  constantly 
forming  in  the  bladder,  and  either  blocked  the  urethra  or  caught 
in  the  eje  of  the  catheter  with  which  he  used  to  wash  the  bladder 
out.  He  asserted  that  they  grew  from  the  wall,  and  that  he  could 
feel  them  drop  o€  into  the  cavity.  If  he  did  not  constantlj  wash 
outi  the  scalding  paiu  was  unendurable.  The  bladder,  per  rectum^ 
felt  like  a  hard  cake  of  cancer.  It  held  an  ounce  of  medium.  I 
watched  this  patient  for  eight  months.  Whenever  he  could  not 
get  rid  of  the  phosphatic  stones,  which  usually  came  away  every 
three  days.  I  used  to  crush  and  evacuate  them.  The  urine  became 
indescribably  foetid  and  his  pain  most  severe.    Shortly  before  his 
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«ritli  infiltratioa.     It  wm  aAerafl^  m  every 
ureter  and  kidn^  were  enlarged  tmd  ta  a  state  of  ] 
and  herm  mmd  thtre  were  wmaH  patehm  of  growtk 
m^eeortez,    Tlierig^t  kidaey  iiad  b«a  r  nf  litifly  Mocked  with 
growth.    Itapetris  waa^ta^edaaiiUi  <if  fML 


( 2.  ^1%  Kirlier  Ca#e.— C.  H.  D—,  aged  <B,  waa  bvon^ft 
ia  me  hj  Dr.  Lf^wis  Eraua .  Sjmptoma  kad  oalf  haen  asticed  lor 
two  montbi.  Thej  eoaatas^d  m  diiEealty  m  anetniilioB,  anwf  fire- 
qnenej^  and  a  little  Mood  m  tlie  aiiae  after  a  hard  MotJon,  Ihera 
was  nothing  definite  to  be  felt  per  rteimm, 

C§gia9eopy,^A.  small  excar^te^i  aleerp  the  aise  of  a  ahiUiiig,  ogcu- 
]»ied  the  right  edge  of  the  trigone,  and  ext<siided  towards  the  t%ht 
areterie  orifice;  it  looked  predjelj  like  ao  aiiiiermin«d  tahercnloaa 
nicer,  but  bj  tilting  the  beak  I  obtained  that  onequirocal  test  of  a 
hard  based  ulcer  on  a  *>ft  ■arface^the  sharp  roll  and  snap  as  it 
was  tamed  op  on  its  side  bj  the  beak  pressing  on  the  posterior  wall* 
like  a  bard  chancre  snaps  back  when  the  prepace  is  retracted. 

Medicitml  Treatment, 

Socli  cases  are  nearly  always  associated^  as  in  fact 
most  hard  carcioomata  are,  with  the  uric  acid  diathesis. 
It  is  surprising  what  relief  can  be  obtained  in  the  earlier 
staged  from  the  pain,  but  not  the  frequency,  by  means 
of  »uch  drugs  as  hexamethylen  tetramine  and  piperazine^ 
combined  with  small  doses  of  Collinsonia  canadensis. 
Thra  reaalt  is  probably  obtained  by  redncii:g  the  hyper- 
acidity of  the  tirine.  On  the  other  hand,  of  all  forms  of 
urinary  disease,  this,  I  regret  to  say,  is  the  most  difficult 
to  relieve  as  the  end  approaches.  I  have  narcotised 
patients  with  morphia  and  belladonna  without  success  ; 
the  pain  continues,  and  if  spasms  are  a  feature  in  the 
case^  they  recur  with  an  incredible  obstinacy  and  severity. 
The  only  relief  the  patient  can  be  afforded  if  opiates  fail 
IB  operative,  and  this  only  in  those  cases  where  the  ulcer 
]i  on  the  trigoue  mid  posterior  wall. 
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Operative  Interfere  ace  in  Selected  Ca^es — Delrmotomy — 
Anterior  Cysieciamtj — Pithitig  of  Spinal  Cord, 

If  the  hladder  i^  contracted  there  is  not  the  slightest 
use  promising  the  patient  relief  from  spastuodic  pain  by 
supra-pnbic  drainage — a  promise  one  so  gladly  tenders  in 
other  vesical  diseases  when  a  large  amount  of  residual 
urine  is  present.  Nor  is  perinjeal  drainage  wise  if  the 
urethral  orifice  is  involved,  for  the  suffering  is  greatly 
increased  by  the  tube.  The  only  relief  surgery  can 
afford  when  the  spasms  become  unendurable  is  division 
or  resection  of  the  detrusor  muscle — detrusotomy  or 
anterior  cystectomy,  preferably  the  latter.  The  upper 
two  thirds  of  the  detrusor  moscle  of  the  bladder,  if  it  be 
free  from  growth,  is  cut  away  by  a  irnnsierm  supra- pubic 
incision,  and  the  urine  allowed  to  well  op  along  the 
extensive  gap  that  is  thus  made.  No  catheter  or  drain 
can  lie  in  the  bladder ;  the  supra-pubic  and  thigh  regions 
are  kept  coated  with  a  thick  zinc  paste  or  other  skin- 
pi-otecting  material,  whilst  opiates  are  given  freely. 

It  may  even  be  worth  while  to  produce  complete  para- 
plegia by  inserting  a  tenotome  between  the  laniinse  of  the 
vertebras  low  down,  and  cutting  across  the  cord  ;  or  more 
surgically,  to  isolate  the  nerve-supply  to  the  bladder  and 
sever  it. 

If  the  bladder  is  not  contracted  supra-pubic  drainage 
will  relieve  the  spasm,  but  not,  of  course,  the  nerve  pain, 
which  is  due  to  direct  compression  of  these  structures  by 
the  hard  infiltrating  growth.  It  is  needless  to  say  that 
if  the  ulcer  is  anywhere  near  the  apex  it  can  be  resected 
with  a  fair  chance  of  success.  An  indolent,  hard,  infil- 
trating growth  is  found  near  the  apex,  but  I  have  not 
met  with  it  as  an  ulcer.  I  have  resected  such  growths, 
taking  large  areas  of  the  entire  thickness  of  the  bladder 
away. 
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CHAPTER    XIL 

8T0KK    IN   THK    BLADDSB. 

Among  the  educational  adrautagee  wliich  electric 
cystoscopy  tias  conferred  upon  us  is  an  exact  knowledge 
of  the  nornml  and  abnormal  configuration  of  tlie  bladder 
in  life.  This  affords  us  a  clue  to  the  manner  in  which 
calculi  may  escape  tlie  impact  of  the  beak  of  a  calculas 
Boond.  I  believe  that  most  candid  and  experienced 
Burgeons  will  admit  that  they  have  more  than  once,  in 
the  course  of  their  work,  had  the  mortification  of  learning 
that  some  confrlre  has  chanced  to  discover  a  calcnlus 
which  they  themselves  had  previously  failed  to  diagnose. 

In  the  course  of  my  in%^estigation  of  the  causes  for 
such  negative  explorations  I  have  met  with  patients  who 
have  been  sounded,  under  and  without  ether,  in  every 
large  general  hospital  in  Londoo— patients  who  have 
been  assured  by  the  examiuer  that  no  stone  was  present, 
and  yet  on  examination  with  the  cystoscope  I  have 
detected  stone,  and  subsequently  removed  it  by  litho- 
lapaxy.  Further,  on  more  than  one  occasion  I  have 
demonstrated  a  calcnlus  in  the  bladder  with  the  cysto- 
scope, so  situated  that  I  could  not  touch  it  with  the 
sound.  I  have  handed  tlie  sound  to  those  present,  and 
they  have  examined  with  a  similar  result.  On  one  such 
occasion  I  asked  two  visitors,  each  having  a  record  of 
nearly  a  thousand  litholapaxtes,  to  sound  the  bladder,  and 
both  failed  to  ring  the  calculus  they  could  see  with  the 
cystoscope. 

These  statements  are  not  made  in  any  hypercritical  or 
censorious  spirit,  for   I   am  fully   aware  I  have   missed 
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stones  by  soundiag,  whicb  others  have  afterwards  de- 
tected. They  merely  indicate  that  competent  surgeons 
are  liable  to  fail^  and  that  the  subject  is  worth  iDvesti- 
gating. 

Mach  has  been  written  on  negative  exploration  for 
calculos  f  many  pictnres  have  been  given  in  illnstration  of 
the  causes  of  failure.  These  latter  have  been  copied 
and  re-copied  from  book  to  book,  until  tliey  are  part  of 
the  retinal  impressions  of  every  practitioner  who  takes  a 
Bound  in  hand. 

But  many  of  these  diagrams,  if  I  may  judge  them  by 
the  light  which  the  cystoscope  throws  upon  the  subject, 
fire  not  altogether  accurate  ;  some  are  even  misleading, 
I  venture,  therefore,  to  record  certain  facts  I  have  noted, 
and  to  suggest  manoeuvres  for  the  more  certain  detection 
of  stone. 

Appearances  of  CalcEli  under  Electric  Light. 

Calcab*  are  striking  objects  when  viewed  by  eleotrio 
light.  Those  which  have  recently  entered  the  bladder 
from  the  ureter  are  either  in  the  form  of  crystal-covered 
irregular  brownish  bodies  (the  oxalate  group),  or  smooth, 
and  of  varied  hue,  according  to  the  composition  of  the 
atone,  black-grey  (oxalate)  or  fawn-coloured  {uric  acid). 
Those  which  have  been  only  for  a  short  time  in  the 
bladder  appear  usually  as  brownish  or  whitish  tuber- 
culated  bodies  resting  on  the  bladder  base,  and  throwing 
a  dark  shadow  upon  the  subjacent  reddish  mncoaa 
membrane.  Sometimes^  however,  the  stone  or  stones 
are  covered  with  a  thick  layer  of  muco-pus,  usually  grey, 
but  which  may  be  brown  or  black  from  deposited  altered 
blood.  The  angle  of  incidence  of  the  light  alters  the 
colour  of  a  naked  stone,  a  dark  stone  appearing  light, 
and  a  lightish  stone  in  shadow  appearing  dark.  Vesical 
stones  of  any  size  have  one  of  two  colours,  dead  whit© 
or  dark  brown.* 

*  For  tboM  appcmnncet  which  limiiUte  it<ine»  tee  psge  108. 


A 


2.  The    rluwii   ot 


ofm 


4.  IWledgtBgoC 

5,  11b#  true 


ofs 


L  The  ^  Burfimg  €f  a  Small  Siamt  '*  Mwt^m  Rmfm, 

The  popular  ^edmtire  whicli  is  administered  to  the 
woctnded  atAonr-prr/pre  when  one  has  missed  a  stone  in 
•oondiog  is  the  surmise  that  the  stone  most  hare  slipped, 
prior  to  the  examtQatioo^  into  a  hernia  or  saeeale  of  the 
bladder^  and  hare  emerged  snbseqaeotlj.  This  is 
•oothing  but  fallacioaji.  Few  saccttlei^,  even  the  largest, 
art?  of  sufKcient  depth,  or  hare  openings  large  enoagh  t 
to  allow  the  ingress,  the  temporary  lodgmeDt,  and  egresa 
of  foreign  bodies  bigger  thao  a  monkey-not,  whilst  the 
dopfch  of  those  usually  met  with  on  post-mortem  hardly 
permit  the  retention  of  a  small  pea. 

The  facts  ieem  to  permit  of  another  explanation. 

Few  realixe  how  soon  or  how  greatly  the  healthy 
mucouH  rue  m  bra  lie  of  the  bladder  resents  an  irritating 
foreign  body.  It  rapidly  becomes  congested,  succulent, 
and  velvoty.  Ah  the  inflammation  heigh  tens,  the  rug® 
becooR^  inoro  and  mure  exaggerated,  the  wrinkles  fill  up, 

*  T\w  i^mituvrjiihm  of  woU^kiiowo  urethral  and  proitatic  reatont  for  tbia 
riiiliirt<  Unvc  liecu  ouiitttMl. 

t  'Hi(<  act  tint  Hi  to  of  tlH*»c  opningf,  a»  eati  mated  on  pOJt-mort«iu»  it 
illiiBury,  for  tlioir  rwiil  lircniltli  depends  partly  upon  the  state  of  eontmctiou 
of  tilt'  muiirU^-lHtnilli'ii  iincircliug^  their  mouths,  and  upon  the  degre*  of  con- 
IfOHitoi.  of  i\w  uiucouti  uieuibnino  linitig  their  ontiees,  Ijoth  condttiont  Win|^ 
ln»p|iTiM'liihlr  111,  ati  antopiy^ 
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the  dimples  disappear.  It  is  instructiTe  to  examine 
uoder  electric  light  such  a  surface  in  a  chronic  stage  of 
inflammation,  to  watch  the  gelatinous  mucous  membrane 
of  the  posterO'Superior  wall  sluggishly  and  stiffly  roll 
itself  m,  as  the  bladder  contracts  in  evacuating  its  con- 
tents through  tlie  channelled  cystoscope  ;  and  it  strikes 
the  observer  at  once  how  easily  small  stones  coold  be 
caught  and  buried  between  the  approximating  swollen 
folds.  How  much  more  readily  then  could  such  a  stone 
be  thus  entrapped  if  its  surface  be  spiculated  or  even 
rough,  and  if  the  surgeon  is  examining  the  patient  upon 
his  back  with  the  bladder  only  partially  filled  ! 

The  fold  which  seems  to  trap  a  little  stone  most 
readily  is  the  transverse  fold,  situated  nearest  and 
parallel  to  the  posterior  edge  (base)  of  the  trigone, 
Bwried  between  these  two  succulent  ridges  a  small  stone 
can  often  be  seen  but  not  sti-uck,  the  projecting  con- 
vexities of  the  rugae  shielding  the  stone  from  the  impact* 
And  yet  the  release  of  this  little  calculus  is  easy  ; 
injection  of  water  expands  the  bladder,  the  upper  fold 
lifts,  and  the  stone  rolls  on  to  the  trigone* 

Even  then  another  cause  of  failure  may  come  into  play. 
This  is  the  flotation  of  small  stone.^.  I  can  quite*  imagine 
a  small  light  stone  which  has  just  passed  from  the  ureter 
after  an  attack  of  renal  colic  being  missed  by  the  sound. 
The  oscilhitions  of  the  water  made  by  the  sound  cause 
the  calculus  to  shift  about  like  a  piece  of  soap  in  a  bath. 

How  then  can  this  form  of  failure  be  avoided  ? 

Obviously  by  first  reducing  the  congestion  of  the  folds 
by  rest  in  bed  for  two  or  three  days  and  appropriate 
medicine  y  but  above  all  by  sounding  in  a  fUhi  bladder, 
or,  if  the  sound  fails,  by  usin<x  the  aspiration-cannula,  as 
proposed  by  Mr.  ^>eye^.*  I  can  look  back  on  a  long 
series  of  cases  in  which  I  was  able  not  only  to  detect 
such  a  stone  with  this  instrument,  but  also  to  remove  it 
then  and  there,  to  the  great  relief  of  the  patient. 
*  Freyer. '  Indiitxi  Medicnt  6&z«tt«/  March»  1884. 
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2.   The  Closure  of  the  Mouths  of  Shallow  Siresa'poitchings, 

Now,  in  reference  to  larger  stones  the  same  swell  in  g* 
of  the  mucous  membrane  has  to  be  encountered,  but  in 
addition  to  this  there  is  not  infrequently  a  distinct  struc- 
toral  alteration  of  the  bladder  contour  also  present.  I 
mnst  briefly  digress  to  this  in  order  to  make  my  meaniog 
clear.  In  1884  I  was  much  impressed  by  meeting  with 
a  case  of  calculiis  in  an  adult,  in  which  the  symptoms 
had  been  rendered  Inieni  by  the  lodgment  of  the  stone 
in  a  depression  of  the  atonic  bladder-wall  behind  the 
trigone,  I  showed  the  specimen  at  the  Pathological 
Society  *  as  a  rare  instance  of  a  post- trigonal  pouch ,  for 
until  I  used  the  cystoscope  routinely,  and  was  able  to 
examine  many  distended  bladders^  I  had  no  idea  that 
such  conditions  were  common,  even  in  the  healthy 
bladders  of  young  adults.f  Tlie  post-trigonal  depression 
to  which  I  allude  is  formed  by  the  bulging  backwards  of  all 
the  tunics  of  the  bladder  from  over-pressure,  or  from  some 
long-existing  stress  upon  the  *'  uuprotected  space  "  behind 
the  trigone.  This  part  is  the  ''unprotected  space  *^  in 
the  bladder,  for  it  intervenes  between  the  trigone,  dense 
in  structure,  and  supported  by  the  prostate,  and  that 
part  of  the  posterior  wall  which  is  strengthened  by  the 
reflection  of  the  tough  adherent  peritoneom.  Such  a 
pouch  is  represented  in  Plate  X,  which  has  been  drawn 
from  the  bladder  of  a  man  aged  thirty-two  5  a,  b,  are  the 
orifices  of  the  ureters,  between  them  stretch  the  bold 
elevation  of  the  inter- ureteric  muscles — ^the  inter-ureteric 
bar — which  form  the  posterior  limits  or  base  line  of  the 
trigone.     Behind  the  bar  is  a  depression,  the  post-trigonal 

*  *  Pathological  TranHiictioni/  vol.  xxxvii,  1886,  p.  303. 

t  A  mnrked  difitinction  nuiBt  be  made  between  hern  in?  or  sacculesi  which 
arc  produced  by  the  protniiiioti  of  the  iimcous  membrane  het^veeii  the  iuter- 
lacingft  of  bypertrophied  inuacle-hundi^s  at>d  a  stressing  i>f  the  entire  bladder 
wall  into  a  gutter  or  poueli.  The  post-prostntic  pouches  are  formed  hi  the 
I  utter  manner,  hut  are,  of  course,  deepened  anteriorly  by  the  npwartl  pro- 
jection of  the  intm^veiical  ottt^rowth  of  the  prostate. 


PLATE  X. 


Behind  the  intemreteric  l>ar  a  h  lies  a  dwp  post-trigonal  poucti. 
Drawing  of  thi^  bhiddor  of  »  nmn  let.  32. 
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pooch ^  which  in  this  instance  was  formed  by  the  stressiDg 
coBseqneofc  upon  stricture.  It  contained  a  stone  one 
oaoce  in  weight. 

Not  only  are  such  pouches  to  be  found  behind  the 
trigone,  but  they  occur  alsOj  though  rarely,  at  the  sides 
of  the  trigone. 

How  would  the  inucous  membrane  of  the  posterior 
wall  J  and  of  the  trigone  puffed  by  cystitis,  act  towards  an 
intervening  basal  pouch  during  micturitioD  ?  By  appro- 
priate withdrawal  of  water  the  loose  and  succulent  surface 
can  be  seen  to  fall  slo%v]y  like  a  drop  curtain^  nntil  its 
lowest  fold  slides  down  upon  the  thick  fixed  edge  of  the 
swollen  inter- ureteric  bar.  A  gutter-like  pouch  is  thus 
walled  off,  and  in  this  a  small  stone  may  be  buried  more 
or  less  easily  and  completely. 

I  have  watched  small  stones  slide  and  become  en- 
wrapped in  this  way,  but  this  drop-curtain  action  is  more 
striking  when  the  prostate  projects  slightly  into  the 
bladder  in  the  form  of  a  low  collar.  In  these  cases  the 
post-trigonal  pouch  is  much  deeper^  for  the  trigone  is 
often  also  depressed  behind  the  projection.  Hero  are 
two  illustrations  selected  from  a  large  series. 

An  old  gentleman  a't,  70  was  bvoiigbt  to  me  by  Dr.  E»  Fi^aney^  of 
B:mbury .  The  sy mptoms  pointed  rather  to  growth ,  but  I  anticipated 
calculuR  becatis^  the  bajroorrhage  was  eo  dependent  on  exercise  or 
moMon.  Instead,  therefore^  of  sounding  first,  I  introdaced  tbe 
ejstoscope,  and  on  tnming  tbe  prism  o?er  I  saw  a  small, flat,  brown, 
igh  6ui*faced  uratic  stone  in  a  post-trij^onal  depression;  a  low 
mt^an  collar  existed  (Fig.  71).  As  I  was  examining,  a  spasm  took 
place  and  water  ran  along  tbe  oretbra  bj  tbe  side  of  tbe  cjstoscope, 
as  it  often  does  in  oldiBii  men.  Thereupon  the  mucous  membrane 
of  tbe  post#>rior  wall  descended  and  shelved  forward,  tbe  post* 
trigonal  pooch  opening  narrowed,  and  the  atone  became  more  and 
more  bidden  (Fig.  72).  Tbe  change  reminded  me  of  the  tightening 
of  tbe  month  of  an  old-fashioned  string  purse.  On  redistendiDg  with 
water  tbe  ponch  opened  and  tbe  stone  reappeared.  Had  1  sounded 
this  bladder  with  onlj  a  small  amount  of  water  in  the  bladder^  I 
sbould  probablj  bare  rapped  the  orifice  of  the  pouch  with  tbe 
Boond  and  the  atone  would  not  bare  been  touched. 
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Fig.  71. 


Bladder  cavity   -I-  -  — 


Post-trigooall    ,_^ 
poach       J    '    "" 


Prostate. 


Stone  -  -  ' 

Stone  in  a  post- trigonal  depressioo. 


Fig.  72. 


Bladder  cavity   - 

Post-trigonal  pouch 

Stone  •-  - 


Prostate. 


Mouth  of  post- trigonal  pouch  closing  over  stone  as  the  bladder 
empties. 
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I  erusbed  and  evacuated.  I  saw  the  patient  twel^-e  tnontbs  after* 
wards.    His  urine  was  sterile,  and  he  was  free  from  anj  sjmptonis. 

In  other  cases  the  stress  pouchiDg  is  found  at  the  side 
of  the  huse^  to  the  outer  side  of  the  ureteric  openiog,  hot 
the  mechanisfn  of  tlie  closure  of  its  mouth  is  the  same. 
The  siicciilent  mucous  membrane  rolls  over  the  orifice  and 
narrows  it,  the  ealculos  becomiug  more  and  more  covered. 

These  are  the  cases  which  at  first  produce  no  charac- 
teristic symptoms  of  stone*  Thej  occur  often  in  oldish 
meOj  with  a  low  median  prostatic  collar;  the  urine  is 
generally  very  clear  and  acid.  There  is  usually  no 
liistory  of  renal  colic,  merely  that  of  the  passage  of 
cayeone  pepper  gravel.  Suddenly  the  gravel  ceases  to 
appear,  the  patient  congratulates  himself  and  attributes 
as  often  as  not  his  recovery  to  some  domestic  medicine  or 
patent  drug.  In  a  month  or  two,  after  a  longish  walk  or 
jolting  drive,  the  urine  becomes  discoloured,  or  even 
becomes  bright  with  blood.  This  is  the  first  indication  of 
calculus. 

Mr.  Z — ,  Sit,  43,  kindly  sent  by  Dr.  Biggs,  of  Wandsworth,  stated 
that  he  had  suffered  for  fifteen  months  frani  intermittent  attacks  of 
profuse  hajmaturia,  accompunied  hy  pain  and  fre«^uency.  The 
intervals  of  complete  freedom  from  these  symptoms  varied  in  dura- 
tiun  from  four  months  to  a  month.  He  had  been  very  cai*efQliv 
sounded  with  a  negative  result.  He  was  suffering  from  an  attuck 
when  Dr.  Biggs  sent  him  to  me  fur  a  cjstoscopio  diagnosib.  On 
examination,  the  mucous  mumhrane  of  the  bhidder  was  seen  to  be 
extremely  congested  and  puffy  with  a^dema.  N<j  growth  was  visible. 
I  was  searching  the  left  postero-lateral  wall  (with  4  oz.  distension) 
when  my  hand  was  suddenly  arrested  by  seeing  the  brown  nose  of 
an  oxalate  of  lime  calculus  deep  in  the  mouth  of  a  stress  pouch  on 
the  left  side  of  the  bladder  base,  bj  the  left  ureteric  orifice.  The 
mucous  membrane  was  so  gelatinous  and  upraised  around  it,  and 
the  amount  of  the  stone  which  lay  uncovered  was  io  small,  that  I 
appreciated  at  once  the  reason  for  tny  predecessor's  failure  in 
striking  it.  In  fact,  to  impress  the  lesson  more  strongly  on  myself* 
I  aonndcd  the  bladder  with  4  oz.  distension,  and  realised  that  the 
impact  of  the  beak  was  warded  off  from  the  partially  buried  stone 
by  the  diimper-like  swollen  edge  of  the  orifice  of  the  sac.  I  now 
introduced  four  more  ounces  (8  oz*  distension)  and  found  the  stone 
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Jaj  move  uncovered.  Birectiiig  the  tip  of  the  cj&toscope  sti^aight  at 
tbe  stone  I  settled  the  diagnosis  with  a  touch,  and  found  it  loose 
enough  for  me  to  hope  that  I  might  be  able  to  lift  it  out  of  its  bed 
by  a.  happy  gi  asp  with  the  lithotrite.  The  patient  was  told  to  rest 
and  take  a  three  weeks*  course  of  sandal  oil  in  order  to  reduce  the 
inflammatory  swelling.  At  the  end  of  this  time,  although  our 
patient  assured  «s  he  felt  quite  recovered,  I  proceeded  to  operate. 

I  first  demonsti'ated  (with  6  oz,  distension  J  the  sac  aj^d  its  contain- 
ing stone  to  those  present,  Bvei^ thing  had  changed  its  appear- 
ance. The  congestion  and  cedenia  had  disappeared,  the  thickened 
rugae  had  flattened  down,  the  surlace  was  now  of  a  straw  colour, 
and  the  vessels  were  diminished  in  number  and  size.  The  edge  of 
the  pouch  was  thin  and  sharp,  not  thick  and  turgid  as  I  hod 
previously  seen  it.  Obviously  it  had  also  receded,  for  the  stone 
was  much  more  uncovered,  I  now  introduced  the  lithotrite,  seized 
the  stone  and  dragged  it  fj'om  its  bed  and  crushed  it  (weight  101 
grains).  Curious  to  ascertain  tlie  cause  of  its  fixation,  I  washed  out 
the  bladder,  after  evacuating  the  fragments,  and  re-introduced  the 
cystoacope.  The  pouch  was  empty,  but  all  of  us  could  plainly  see 
that  its  interior  was  lined  with  brownish  furry  mould,  whilst  on  its 
roof  or  upper  concavity  a  scale  of  the  crust  of  the  calculus  still 
remained  attached  to  the  pouch  wall  as  an  evidence  of  the  adherence 
4jf  the  parent  body.  Knowing  how  rapid  a  reconstruction  would 
take  place  upon  this  shell  as  a  nucleus  in  this  trap-hke  recess,  I 
passed  a  child*s  lithotrite,  directed  its  beak  into  the  pouchy  opened 
it,  caught  the  shell,  and  withdrew  it,  complete  but  crushed,  between 
the  blade  of  the  instrument.  The  patient  made  an  excellent  and 
rapid  recovery, 

3,  Saddle  Calculi, 

A  calculus  may  become  sandwiched  between  au  up- 
raised collar  or  mediaii  lobe  of  the  enlarged  prostate  and 
a  thick  muscular  posterior  wall.  Here  there  is  not 
really  a  post-pros tatic  pouch,  as  is  generally  supposed, 
but  a  sharp-angled  gutter  which  is  formed  between  the 
posterior  wall  of  the  bladder  and  the  posterior  surface  of 
the  enlarged  median  lobe*  In  every  case  this  stone  is  a 
**  dirt  *'  stone^  that  is,  it  is  composed  of  phosphates  de- 
posited on  the  debris  or  dirt  which  collects  in  the 
un cleansed  gutter.  Some  stones  I  have  removed  are  so 
moulded  to  the  bladder  wall  and  prostate  as  to  resemble 


^ 
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a  nux  vomica  beau,  biconcave  in  shape.  They  can  be 
seen  with  the  cvstoscope,  but  often  cannot  be  touched  by 
a  sound.     They  usually  need  supra-pubic  lithotomy. 

4,  "  Ledged  ''  Sfmes. 

Certain  bladders  are  naturally  rather  like  an  bour-glasa 
in  shape,  even  in  young  men.  This  is  due,  I  believe,  to 
an  excessive  development  of  the  circular  muscle  tunic 
about  the  junction  of  the  middle  and  lower  third.  Any 
way,  on  post-mortem  the  muscle  layer  at  this  part  is  un- 
usually thick,  and  a  distinct  transverse  shelf  or  ridge  of 
mucous  membrane  marks  the  position  of  the  well- 
developed  layer.  This  condition  is  exaggerated  in  older 
bladders,  especially  if  there  has  been  obstruction  to  the 
outflow  of  urine,  and  a  stone  sometimes  rests  on  this 
ledge, 

I  have  attempted  to  reproduce  in  a  diagram.  Fig.  73,, 

Fig.  73, 


Apex  of  bbfttler  -  ^— 


Stone   •'^^^S  /^!s!^^/J   \ 

Po«t-trigonal  \ !_    V^^^^^ "  Prostate, 

HooT'^Uas  bUdder.    Thick  ridge  on  potterior  wftU.  witb  stone  rest* 
ing  on  tbe  ledge  formed  by  the  constnction. 

the  appearance  of  a  stone  resting  on  this  ridge,  and  the 
fall  of  the  postero-superior  wall  over  it  when  the  water 
was  allowed  to  flow  out. 

If  the  reader  will  grasp  an  inflated  india-rubber  ball 
about  the   centre,  and  then  allow  the  air  to  escape^  he 
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Lwittftiiliae  the  ease  with   wliicli   tba  upper  end  of  the 
[lMMMNg)»S8  can  curtain  over  and  separate  the  upper  com- 
fwrtoittit  from  the  lower  (Fig.  74), 


Fig,  74. 
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Lodig^  atone  in  a  lmlf*6IIIed  blndder.     For  sake  of  clearness  the 
capacitj  of  tlie  bladdtr  has  been  m creased. 

The  lower  compartment  of  an  hour-glass  bladder  iu 
HCtual  practice  is  easily  sounded,  but  if  the  bladder  is 
only  slightly  full  the  sound  strikes  the  ridge  and  the  soft 
roof  of  raucous  membrane  and  the  stone  is  missed.  The 
lesson  to  be  learnt  here  is  the  same.  The  bladder  should 
be  fall  when  an  examination  with  the  sound  is  made. 


5.   True  Encystatio^i  of  a  Calculus, 

To  meet  with  a  stone  encysted  in  the  bladder  wall  is 
rare.  It  is  common  enough  to  hear  of  such  a  diagnosis, 
but  if  I  may  judge  from  an  experience  of  fifteen  years' 
work  in  all  forms  of  surgical  urinary  disease,  the  true  en- 
cysted form  is  but  seldom  en  countered. 

The  stone  starts  generally  as  a  S7nall  pure  renal  calcu- 
lus, which  becomes  lodged  in  a  deep  dimple  or  a  small 
stress  diverticulum.  This  would  seem  to  happen  easiest  in 
a  half-distended  condition  of  the   bladder,   for  then  the 
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orifice  of  the  little  saccole  is  open  and  relaxed.  Once  in, 
it  rans  a  great  chance  of  imprisonment,  for  it  excites  in 
the  saccule  a  localised  cystitis  and  its  bulk  rapidly  in- 
creases from  deposition  of  earthy  phosphates,  ontil  it  is 
larger  than  the  orifice  through  which  it  has  slipped. 

The  sac  now  enlarges  by  increasing  growth  of  the 
stonej  so  that  its  size  is  in  proportion  to  the  stone.  The 
following  facts  may  be  accepted  as  axioms. 

L  The  sac  which  is  always  ontside  the  mnscle  tnnic 
communicates  with  the  interior  of  the  bladder  by  a  nar- 
row orifice,  which  is  often  very  small. 

2.  The  sac  is  invariably  filled  exactly  by  the  stone. 

3.  The  major  part  of  a  large  encysted  stone  is  made 
op  of  phosphatic  material, 

4.  It  can  always  be  diagnosed  if  large  by  rectal 
examination. 

5*  The  stone  surface  may  remain  level  with  the  orifice 
or  grow  into  the  bladder  to  form  a  dumb-bell  calculns. 

At  first  it  generally  is  symptomless,  but  may,  after 
severe  jolting,  excite  localised  cystitis  in  the  immediate 
neighbourhood  of  the  sac.  The  symptoms  evoked  are, 
however,  slight  and  transient. 

In  the  early  life  history  of  such  a  stone  the  cystoscope 
is  of  the  greatest  use,  not  only  as  regards  diagnosis,  but 
also  as  indicating  the  best  route  for  its  removaK 

The  following  case,  which  I  published  in  1893,*  and 
which  I  subsequently  followed  to  its  unfortntiate  sequel 
in  1896,  illustrates  not  only  the  value  of  the  light,  but 
the  necessity  for  early  intervention. 

A.  P — ,  aet.  28,  consulted  m<;  in  May,  1892.  Tlir^e  years  ago, 
being  then  in  perfect  health,  and  never  having  had  any  urinary 
disease  or  trouble*  he  jumped  off  an  oniBihus  whilst  it  was  in  motion, 
and  cutne  with  an  unexpectedly  sadden  jerk  upon  his  feet.  He  im- 
mediately felt  a  severe  pain  in  the  crutch*  but  bjr  potting  Ms  finger 
on  to  the  perinieiini  and  pressing  upwards  he  gained  relief  enough  to 
walk  home.  The  pain  continuing,  his  doctor  sent  him  to  a  Iiondon 
hospital,  and  the  surgeon  under  whose  care  he  was  admitted  skil- 
fully crushed  a  calcalns  weighing  368  grains. 

*  Anihofi  *  Cardinal  Sjtnptoms  of  Urinarj  Dlieaie,*  p.  218. 
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Foarteen  daja  after  the  operation  lie  began  to  be  troubled  with 
left  renal  colic,  and  since  tben  he  has  had  repeated  attacks.  Fain, 
not  apparently  of  a  severe  character,  started  in  the  left  kidney,  and 
ooorsed  along  the  left  ureter  to  the  left  testicle,  which  was  drawn  np. 
The  attacks  were  rerj  short  in  duration,  and  occurred  once  a  day. 

Cifstoac&pif  (U&yt  1892).— In  order  to  ascertain  the  condition  of 
the  left  ureter  preparatory  to  performing  nephrolithotomy,  I  intro- 
duced the  electric  cystoscope,  and  found  the  entire  surface  of  the 
bladder  in  a  state  of  subacute  cystitis.  After  thorough  washing  *'I 
B&w  something  which  puzzled  ine  greatly.  Protruding  and  retract- 
ing from  a  a  mall  hole  in  the  left  side  of  the  bladder  above  the  left 
ureteric  orifice  was  a  brown  spike.  I  noticed  it  moved  with  respira- 
tion. At  Erst  I  felt  certain  it  was  a  stone  sticking  in  the  mouth  of 
the  ureter,  and  this  impaction  would  explain  the  presence  of  renal 
colic,  and  the  absence  of  bladder  symptoms.  On  introducing  my 
finger  into  the  rectum  and  examining  the  posteriur  surface  of  the 
bladder^  I  felt  high  up  on  the  left  side  a  smaLl  stony-harl  body  in  a 
sac,  and  knew  at  once  the  spike  I  had  been  looking  at  was  the  nose 
of  a  small  encysted  stone.     The  left  ureteric  oiifice  was  free.'* 

"  From  the  date  of  this  cystoscopy  and  the  thorough  vesical  iiTiga- 
tion  necessary  for  that  procedure,  the  patient  was  absolutely  free 
from  all  symptoms  of  renal  colic.  He  alleged  himself  to  be  cured 
and  would  not  be  operated  on.  He  reported  himself  to  me  every 
year,  and  I  always  examined  the  encysted  stone  through  the  rectum. 
I  was  inclined  to  believe  that  its  weight  bad  pressed  upon  and 
slightly  occluded  the  left  ureteric  orifice,  the  narrowmg  being 
increased  by  the  swelling  of  the  subacute  cjstitis.  and  that  washing 
and  sandal  oil,  by  curing  the  inflammation,  had  removed  the  partial 
obstruction."     (From  'Cardinal  Svmpfoms/  page  218.) 

Sequel  (obtained  since  publication  of  above).^ThiB  patient  wrote* 
to  me  on  July  26  th,  1S95,  stating  that  he  had  been  well  up  to  four- 
teen days  ago ;  he  then  had  severe  left  renal  pain  and  vomiting,  and 
the  urine  became  milky,  I  found  him  puffy  under  the  eyelids;  his 
nrine  stank;  it  contained  pyelitic  pus,  s,  g.  1010*  11  per  cent,  of 
urea.  Per  rectum  a  large  hard  swelling  could  be  felt  high  up  on  the 
left  posterior  wall.  The  stone  had  evidently  increased  greatly  in 
size.  On  supra-pubic  cystotomy  the  mucous  membrane  was  smooth. 
I  could  feel  no  atone  nor  any  orifice  to  a  diverticulum,  though  a 
hard  mass  evidently  occupied  the  tissues  of  the  left  wall.  Finally 
I  touched  a  nipple-like  projection,  and  in  it  found  a  hole  which 
admitted  a  knitting-needle,  A  probe  passed  through  struck  a  phos- 
phatic  stone  iu  a  diverticulum. 

I  enlarged  this  tiny  orifice  and  laid  bare  a  large  phosphatic 
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caletilus,  two  ontiees  in  weight,  wUich,  with  much  manipulation  and 

tearing,  I  remoTe<J,  The  nucleua  was  found  to  be  a  small  oxalate  uf 
Jinie  calculns  weighing  about  half  a  drachm.  The  patient  died  in  a 
week.    The  left  kidney  was  crammed  with  calculi. 

Had  I  operated  in  1892,  when  I  first  discovered  tbia 
stone  with  the  cystoscope,  I  should  have  saved  this 
patient;  but  I  did  not  realise  how  rapidly  stones  in  sac- 
cules increase  in  size,  and  I  did  not  therefore  urge  the 
operation  upon  the  patient.  The  fat«»Uty  was  in  a  large 
measure  due  to  the  rnanipuLitioii  and  tearing  necessary  to 
extract  the  stone,  for  I  had  not  an  osteotome  or  cliisel 
with  me  sneh  as  I  now  always  use  to  break  up  encysted 
calculi,  and  thus  save  damage  to  the  bladder  in  the 
neighbourhood  of  the  sac.  Although  this  operative  pro- 
cedure is  not  of  interest  cystoscopically,  it  is  of  such 
practical  value  in  connection  with  advanced  cases — those 
which  have  not  been  discovered  early — that  I  venture  to 
allude  to  it  and  to  give  my  earliest  and  my  latest  cases  as 
illustrations  of  its  employment, 

A  eate  of  wuip/ta-puhie  lithotomy  for  encyiied  ealculut(  of  large  giu  ; 
9uct€»fnl  remmml  by  mtans  of  the  chiBcl  and  mallet*— 0.  B — , 
ibL  44.  Kindly  ^nt  to  me  by  Dr.  Leonard  Hine,  of  Leyton- 
stone.  The  patient  states  that  he  was  quite  healthy  up  to  1880, 
when  he  noticed  a  white  sediment  appear  in  his  urine.  At  the  aame 
time  he  experienced  pain  along  the  urethi'a  on  micturition.  He 
describes  his  urine  as  gradually  thickening,  so  that  it  conld  be 
turned  bodily  out  of  the  pot.  It  was  of  a  dark  brownish  colour  and 
very  offensive.     He  passed  it  without  difficulty  or  straining. 

The  muco-pQs  eventually  became  replaced  by  a  white  sediment, 
which  on  being  examined  tnicruscoptcally  was  pronounced  to  be 
composed  of  triple  phosphatie  crystals.  This  sediment  gradually 
took  the  form  of  &ie  white  sand.  By  degrees  the  particles  increased 
in  size  ttntil  they  formed  pea-sized  stones.  One  of  these  latter  got 
impacted  in  the  penile  urethra,  and  was  broken  and  removed  by  the 
patient  himself  by  means  of  a  pair  of  fine  pliers.  Under  the  con- 
tinuous exhibition  of  acid  medicines,  however,  his  urine  finally 
cleared,  and  he  remained  apparently  free  from  any  further  trouble 
for  three  years.  In  1887  he  began  to  experience  a  sharp  pain  in  the 
emtcb,  which  was  increased  by  walking.  There  was  no  pain  in 
*  *  Clin.  Soe.  Trmus./  vol  xxit. 
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micttiritioii,  but  the  appearance  of  the  nrine  Taried;  somGiimes  it 
was  cleaiv  at  other  times  it  contained  mueli  floating  material  and 
sediments  In  August.  18S7,  he  coinptivined  to  Dr.  Hine  of  puiii 
dn  ri  ng  ti  i  i  c  I  ur  i  ti  on  i  n  tb  e  peri  nie  u  m  a  n  d  a  1 1  a  I  on  g  t  li  e  u  re  t  b  vt\ .  Th  ei-f  • 
was  ut>  frequeney.     He  did  not  rise  at  night  t-o  urinate. 

Towards  October,  1887.  frequency  of  mieturition,  both  in  the  day 
and  at  night,  appeared.  In  Janunry,  1888,  he  Amnd  himself  forced 
to  strain  in  order  to  make  water.  The  pain  increasedt  the  urine 
became  decidedly  murky,  and  deposited  a  good  deal  of  pus.  He  was 
soundefl,  bnt  no  atone  was  detected.  Vesical  irrigation  Wiis  per- 
formed, but  tlie  procedure  increased  rather  than  relieved  his  troubh\ 
and  large  pieces  of  mucous  m eui bran e  were  said  to  have  been  passwl 
after  the  washing  out.  He  came  under  my  care  on  June  2ud,  18S8, 
He  was  then  suffering  from  conaUmt  supra-pubic  and  perinatal  pain» 
also  an  occasional  pain  at  the  glans  penis.  His  stream  of  water  had 
bat  little  force  in  it.  It  never  stopped  abruptly.  There  had  bi^en 
no  blood  observed.  At  the  nnd  of  nucturition  he  used  to  be  seized 
with  a  violent  lit  of  straining,  but  there  was  no  faval  incontinence 
or  re<:tal  prolapse.  His  urine  wjis  alkaline;  it  contained  pus  and 
pbosphatic  tUhri^,  On  sounding  him  I  foand  a  small  soft  stone  fur 
back  in  the  bladder,  and  on  June  7th  I  introdaced  a  lithotnte  and 
attempted  to  crush  it,  I  found  myself  unable  to  o^en  the  instru- 
ment more  than  an  inch  or  two»  nor  could  I  insinuate  the  female  blade 
between  the  stone  and  the  posterior  wall  of  the  bladder.  On  examin- 
ing perrecUt7n  to  ascertain  the  cause  of  the  difficultyj  I  found  a  largo 
stony  mass,  24  inches  in  length  by  2  J  inches  in  breadth,  along  the 
right  wall  of  the  bladder,  pressing  back  into  and  partially  occluding 
the  rectum,  I  had  no  difficulty  in  recognising  this  stony  maRS  hh  a 
calculus  encysted  behind  the  prostate,  for  a  similar  hard  mass  waa 
found  in  one  of  my  oaUpatients,  from  whom  my  colleague,  Mr. 
Rivington,  removed  supra^pubically  a  calculus  of  one  and  a  half 
pounds  in  weight,* 

I  postponed  the  operation  to  obtain  permiasion  to  perform  litho- 
tomy. Although  I  had  used  no  force  whatever  with  the  litho- 
trite,  a  very  grave  reaction  with  collapse  ensued.  The  patient 
recovered  quickly;  however,  and  on  June  I2th,  a  week  aft-er,  I  per- 
formed supra-pubic  cystotomy  in  the  usual  wuy,  with  this  exception, 
that  instead  of  injecting  boi-acic  acid  solution  into  the  bladder  I 
distended  it  with  half  a  pint  of  warm  oil.  For  in  the  operation  of 
Mr.  Bivington's,  to  which  I  have  just  alluded,  and  in  which  1  had 
the  privilege  of  assisting,  1  had  noticed  that  the  fragments  and 
debrU  of  the  crushed  stone  adhered  with  the  greatest  tenacity,  both 

^   \\\  Bifington,  '  Trans.  Roj-,  Med.-Chlr.  Soc./  18S6,  vol.  Jxix,  p,  3G0, 
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in  piece  and  ux  powder,  to  the  mncoas  tnembrane  of  the  bladder  and 
to  the  surface  of  tlie  wotmd.  This  I  hoped  the  oil  would  prevent, 
and  I  was  not  disappointed.  On  introducing  my  finger  into  the 
bkdder  a  rough  pointed  atone  was  felt  Jit4;d  in  the  left  lower  angle 
of  the  viscns.  Slight  pressure  snapped  it  from  its  stalk,  and  on 
extmction  it  was  found  to  be  conical  (obti-uncated).  It  weighed  one 
and  a  half  ounces.  On  re-introducing  the  Enger  to  ascertain  the 
cause  for  its  fixation,  the  sharp,  tooth-like  projection  of  its  broken 
neck  wajB  detected  springing  from  the  narrow  opening  of  a  diverticu- 
Inm  placed  near  the  orifice  of  the  left  ureter*  The  opening  tightly 
gripped  the  staJk  or  neck  of  the  stone  (Fig.  75).     It  wa«  therefore 


Pie*  75. 


Dmnli-bsU  cticj't ted  stone  of  C.  D — ,  showing  the  neck  grasped  hj 
the  narroir  orifice  of  the  diverticttlam. 

cautiously  dilated  by  m^ans  of  the  forefinger  until  its  size  was  equal 
to  a  two-shilling  or  half-crown  piece.  The  forefinger  now  found 
itself  inside  a  large  sac  or  diverticulum,  which  was  almost  filled  by 
a  smooth  oral  stone. 

The  thin-walled  sac  was  felt  to  be  bounded  in  front  by  the 
prostate,  above  by  the  pusbed-up  pouch  of  peritoneum  in  the 
recto- vesical  space,  behind  by  the  rec^tum.  It  extended  more  to  the 
right  than  to  the  left.  It  was  obviously  dangerous  to  further 
enhirge  its  orifice  for  fear  of  tearing  the  bladder  wall  and  thus  uf 
opening  up  the  peritoneal  cavity.  The  stone  was  far  too  large  to  be 
extracted  whole,  and  it  was  so  situated  as  to  be  inacceesible  to  the 
lithotrite  or  crushing  forceps.  Remembering  Mr.  Bivington's 
expedient*^  1  took  a  broad  osteotomy  chisel,  passed  it  thi-x)ngh  the 

*  Supra  eil. 
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•upra-pubic  woand^and  ^ided  it  tbrongfa  tbe  orifice  of  the  cac  aotU 
its  cotiing  edge  rested  an  the  stone ;  then,  ^elliiig  elaslic  ooniiter- 
pteasiure  in  the  recto m  hj  means  of  a  PeterMii*8  hag,  I  proceeded 
to  cut  throngh  tbe  calcnlos  in  one  diameter  bj  repeated  blows  of  a 
hemvy  mallet.  Working  cautionsljr  as  I  felt  the  resistance  lessen*  I 
was  able  by  this  means  to  split  tbe  calcnlns  in  one  diameter  withotit 
cutting  into  tbe  saccular  waJL  I  now  rotated  the  biaeeied  calcctlaa 
by  means  of  mj  forefinger^  so  as  to  bring  a  fresh  sor&oe  of  one  of 
tbe  balres  immediately  under  tbe  month  of  the  sac.  This  was  cut 
throngh  in  a  similar  way.  By  taking  each  half  in  turn  and  repeat  - 
ing  the  proceeding  I  was  able  to  split  the  stone  into  sections  siifii- 
ciently  small  to  allow  of  their  extraction  through  tbe  narrow  month 
of  the  diTerticnlnm.  These  fragments  were  subsequently  weighed, 
and,  without  counting  what  was  lost  in  the  washings,  they  amounted 
to  four  and  a  half  onnces.  The  bladder  was  washed  out,  and  a  large 
drainage-tube  was  passed  through  the  supra-pubic  wound  to  the  ■ 
bottom  of  the  direrticnlum.  A  boutonni^re  afforded  counter-drainage. 

Tbe  subsequent  history  of  the  case  is  without  interest.  There  was 
no  reaction  nor  any  rise  of  temperature.  The  urine  rapidly  became 
clear*  On  July  6th  the  Bupi*a-pubic  wound  healed  (in  little  orer 
tlunee  weeks).  Ob  July  17th  the  tube  was  removed  fix>ni  the  | 
perinieum,  and  tbe  supra-pubic  wound  reopened  tbe  same  night; 
catheterism  caused  its  final  closure  two  days  after.  The  patient 
left  for  the  country  in  six  weeks  after  the  operation.  I  beard  of  his 
good  health  for  several  yeai's  in  succession. 

DescripHiyti  of  f^tonc. — The  fragments  were  pieced  together  with 
pbister  of  Pans  I  Plate  XI).  The  stone  was  dumb-bell  in  shape,  and 
composed  of  phosphate  of  Lime,  Tbe  vesical  und  smaller  part 
weighed  one  and  a  half  ounces,  tbe  divet'Licular  and  larger  portion 
four  and  a  half  ounces.  The  circumference  of  the  former  was  iive 
inches  and  of  the  latter  seven  inches  along  their  broadest  parts. 

My  moiit  recent  case  m  as  follows  : 

Supra'pubie  Ufhotomy  for  enctfaled  chIcuIu«  ;  rcinoval  after  sect  ion 
unih  chUel  und  ttiulUt. — A  gentleman  who  bad  been  troubled 
for  Eve  years  with  symptoms  of  chronic  cystitis,  and  bad  been 
sounded  by  various  London  surgeons,  consulted  me  in  March,  1^00. 
On  examining  />t'i'  rectum,  I  detected  high  up  on  tbe  right  poatero* 
lateral  wall  an  encyBted  calculus  of  large  size  (Fig.  76).  Before  pro- 
ceeding to  supra-pubic  cystotomy  I  examined  with  the  cystoacope.  I 
could  see  no  triMje  of  the  orifice  of  the  diverticulum,  but  tbe  mucous 
membrane  was  succulent,  tedematous  over  tbe  site  of  the  diverticu* 
Inm,  and  its  appearance  and  colour  were  precisely  like  that  of  a 


I 


1>LATE  XL 


Encysted  atone  from  C.  D— ,  0  uz.  in  weight ;  the  lArjjfer  part 
l»y  in  A  diTerticulanip  the  am&ller  jwui  projectt»<i  into  the 
bladder.    (Actual  sixe.) 
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PLATE  XIa, 


Cftiflaoii  riew  of  the  red  rolled  orifice  of  a  <iiverticiiluin  and  the 
doad  white  phosphoted  stone  in  the  centre  almost  leire]  with 
opening 
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prolapsed  anus.  The  rest  of  the  bladder  was  healtby.  After  open- 
ing the  bladder  supra-pubically  I  introduced  mj  finger,  but  I  felt 
no  atone  nor  anj  hole.  It  was  not  until  mj  colleague,  who  assisted 
ine,  had  thrust  up  the  calculuB  by  means  of  his  Pagers  in  the  rectum 
that  I  discoTered  a  email  threepenny-piece  sized  opening.     The  tip 

Fi©.  76. 


Encysted  stone  felt  p#r  reetmm. 

of  my  forefinger  introduced  into  the  month  of  this  touched  [the 
surface  of  a  smooth  phosphatic  stone.  I  ran  a  caisson  on  to  it  and 
threw  a  light  upon  the  surface.  A  dead  white  surface  appeared 
surrounded  by  a  rim  of  swollen,  reddened  mucous  membrane 
(Plate  XI  ^  I  now  placed  a  blunt  chisel  on  it  and  cut  it  into  sections 
(Fig.  77),  and  extracted  it  piecemeal,  withoul  much  damage  or  tea.r- 
ing  of  the  orifice.  It  weighed  two  and  a  half  ounces,  and  was  com- 
posed of  phosphates  on  a  uric  acid  nucleus.  A  drain  was  laid  in  the 
bladder  and  one  in  the  sac ;  the  patient  was  healed  souudly  at  the 
end  of  the  third  week,  and  continued  for  some  time  free  of  all 
symptoms.  TbiF  result  was  promised  him  on  the  experience  gained 
in  similar  cases  in  the  exact  use  of  the  chisel  and  mallet.  He  has 
lately  (March,  1901)  had  attacks  of  cystitis. 

Fragments  of  Stone  left  in  the  Bladder  after  Litho- 
lapaxy. 

One  of  the  opprobria  of  surgery ^ — to  ose  a  favourite 
expression — is  the  iocomplete  evacuation  of  the  fragments 
of  a  stoue  cruslied  by  litholapaxy.      As  a  rule  I  make  a 


point  of  esnmmiog  every  bbdder  after  WMkipmsj  vitt 
ibe  cjtAoeoope,  mad  mpemaJij  ailempt  iliis  wken  mucb 


Viik'*init*  CAisAou  p&««c-d  throtJjjb  »m»r4-piibic  ^vouud,  Jiiid  lodged 
nnilrr  guidance  of  head  lump  over  orlQce  of  divcrticuluiii.  Chitet 
(liiiiicdt  tinder  coutrol  of  eye,  along  caisson  exacUy  on  to  atone ; 
flt){(eri  in  rcctkini  for  counter >preiiure. 

Rtotiy  18  present,  I  believe  in  rare  insfcaiices  it  is  impos- 
siblo  to  evacuate  the  bladder  tliorouglily,  I  have  had 
practical  doiiioiistration,  buth  in  private  and  hospital  life, 
of  fragments  being  left  by  those  who  may  be  Justly 
styled  as  master  hands.'^ 

♦  Three  Uthotriliitiof  the  firit  rank— each  hftving  an  expeiienc*.  I  believe, 


^ 
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The  Causes  for  Fragments  heing  left. 

This  im fortunate  accident — for  such  it  can  only  be 
t*^rined — occurs  under  quite  a  yariety  of  cooditioTia. 

(/i)  Fragmenf^  in  pouches  or  (leprensionit.—This  seeras 
to  me  a  very  fruitful  cause  for  incomplete  litholapaxy* 
Often  when  1  have  considered  the  operation  donCj  I  have 
wa^ihed  out  and  examined  with  the  cystoscope,  and  found 
a  fragment  or  so  in  the  recesf^es  near  the  trigone^  The 
fragments  most  often  left  are  of  the  phosphatic  type. 

(I/)  Adit *' rent  ahell  or  rruHl, — In  certain  pliosphatic 
atones  which  liave  become  partly  adherent  in  a  low 
gutter  or  pouch  (ride  page  228),  the  shell  may  be  left 
behind  still  attached  to  the  mucous  membrane.  It  neither 
reacts  to  the  suction  apparatus  nor  does  it  give  any  click 
with  the  soundj  for  a.s  often  as  not  the  impact  of  the 
instrument  is  warded  off  by  the  swollen  mucous  membrane 
around. 

Every  phosphatic  stone  has  a  nest  or  bed,  and  this  by 
the  irritation  of  the  calculus  is  ^'  lined  '*  with  a  protec- 
tive layer  of  mucns,  pus,  and  df'bris.  The  lining  is  often 
very  tenacious,  and  to  it  fragments  frequently  adhere. 
The  btholapacist  will  not  be  content  until  this  white, 
sloughy-looking  membrane,  with  its  particles  of  phosphatic 
material,  is  evacuated.  I  am  convinced  some  cases  at 
least  of  recurrent  stone  in  old  men  are  due  to  redeposition 
upon  an  uustripped  *'  bed." 

(r)  Blood-clot  not  infrequently  surrounds  or  buries 
small  frflgments,  and  no  click  is  obtained  with  the 
evacuator — even  a  considerable  piece  may  then  be  left 
behind.  The  cystoscope  shows  the  blood-clot.  Personally 
I  never  like  leaving  a  clot  in  the  bladder  after  litholapaiy, 
and  am  not  content  until  it  is  removed  by  suction*  The 
only  precautionary  measure  which  can  be  taken  against  this 
is  to  mix  a  haemostatic  with  the  water  in  the  evacuator, 

of  800  to  1000  calculi — have  to  my  koowledgv  left  fingmentt  vrliich  I  or  a 
tonfi^re  h%ve  iubficqnentlj  removed,  either  by  po»t-mortem  or  by  the  litho- 
trite. 
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for  some  old  prostates  Weed  very  freely.  It  will  be 
geDerulIy  found  that  if  st<>nes  cause  an  unuaiml  amount 
of  lioBiTiorrhjige  before  litliolapaxy,  this  slight  difficulty 
will  arise  during  the  operation  of  erusliing. 

(fl)  Afomj. — Incomplete  operations  seem  to  me  to  be 
soinetinies  due  to  a  loss  of  the  elastic  reaction  of  the 
bladder  ;  at  each  back  rush  into  the  ball  the  liabby,  tone- 
less wall  flops  on  to  the  eye  of  the  catheter  aud  blocks 
the  crowd  of  fragments  which  are  being  sucked  out. 

This  paretic  condition  generally  occurs  in  those  who 
have  been  on  catheter  life  for  years,  but  it  may  happen 
(though  rarely)  in  the  middle-aged  when  the  auEesthesia 
is  profound.  A  glance  at  the  anus  often  affords  us  a 
hint,  for  it  will  be  found  relaxed  and  the  orifice  patulous 
it  the  anaesthesia  is  causing  paresis.  When  I  find  this 
occur  I  get  the  anfesthetist  to  withhold  the  aniesthetic  for 
a  time* 

The  absolutely  atonic  "old"  bladder  is  one  of  the 
greatest  difficulties  the  litholapacist  has  to  deal  with.  On 
several  occasions  I  have  seen  fragments  I  could  neither 
suck  out  nor  yet  seize.  In  these  cases  and  in  these  alone  I 
content  myself  with  a  double  sittin^j  nor  do  the  patients 
suffer  much  in  consequence,  for  they  are  dependent  on 
their  catheter  and  accustomed  to  vesical  irrigation. 

(e)  Rare  rauscf!. — It  is  conceivable  that  a  wide  open 
ureteric  orifice  and  dilated  ureter  may  permit  frag- 
ments to  enter.  I  mention  this  on  the  strength  of  a 
single  case  which  T  was  asked  to  examine  post  mortem. 
An  operating  t&urgeoo  had  performed  litholapaxy,  and 
the  patient  had  died  on  the  third  day  after.  I  was 
not  present  at  the  operation,  but  I  heard  that  much 
trouble  was  encountered  in  evacuating  the  fragments.  I 
found  the  entire  right  ureter  and  right  renal  pelvis 
dilated  and  powdered  with  phosphatic  dehri'i  and  frag- 
ments which  had  evidently  been  washed  up  from  the 
bladder.  In  another  (a  female)  case,  which  an  hospital 
pathologist  was  examining  when  I  chanced  to  be  present, 
the  posterior  wall  had  been  split  subperitoneally,  and  the 
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fragments  had  been  forced  along  a  subperitoneal  track, 
which  conld  be  traced  as  high  as  the  apex  of  the  visciis, 
I  learnt  that  the  patient  was  very  old  and  feeble  when 
operated  on. 

Summing  up  briefly: — The  practical  lessons  for  sound- 
ing and  litholapaxy  as  taught  by  visaal  examination  are 
as  follows  : 

L   Never  sound  during  an  attack  of  stone. 

2.  Beduce  inflammatory  swelling  previons  to  sonnding 
by  a  few  days'  rest  in  bed  and  appropriate  medicine* 

3.  Sound  in  every  position  of  the  body  (even  in  com- 
plete  inversion  in  children)  and  with  every  degree  of 
distension  and  contraction  of  the  bladder.  If  a  recent 
attack  of  colic  has  been  noticed  apply  suction* 

4.  Fully  distend  the  bladder  in  order  to  examine  the 
basal  pouches  with  the  sound. 

5.  When  the  symptoms  of  stone  are  obvious,  and  snction, 
§ound,  and  lithotrite  have  failed^  wait  a  week  and  have 
the  patient  cystoscoped. 

6.  Never  fail  to  examine  the  base  of  bladder  per  redum 
to  eliminate  encysted  stone. 

7.  After  litholapaxy  examine  with  the  cystoscope  if 
possible  to  make  sure  no  fragments  have  been  left  in 
post- trigonal  recesses. 
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CHAPTER  XIU, 

Tl7lf0171l«I    or    TBk    UKiyAEY    BLAJ>0eS ;    POOET8    IH    THX 
TECUMIQJUM    07    THYIft  CTaTOfiCOrT,^ 

pEieaAf^  in  no  other  disease  of  tbe  unoary  tract  has  the 
electric  cyntoftcope  proved  of  such  signal  Fervice  as  in  the 
exact  study  of  tumoors  of  the  bladder.  Certainly  in  no 
other  disease  of  the  bladder  has  tbe  method  been  of  such 
nniforin  valoe,  for  by  its  means  the  diagnosis  has  become 
a  certainty^  the  prognosis  has  been  rendered  accurate, 
and  the  operative  interference  has  been  guided  on  to 
pijffKwive  and  judicious  lines. 

It  would  be  wise,  however,  before  the  subject  is  con- 
fiidered  in  iLm  various  clinical  aspects,  to  follow  the  plan 
hitherto  adhered  to  in  this  book  of  noting  the  difficulties 
and  dangers  which  are  met  with  in  thus  examining  a 
blndder  affected  by  neoplastic  changes. 

But  first  a  few  rules  of  technique. 


HULK»    ¥0n   THE  EXAMINATION    OF  TUMOUEa  or   THE   BlADDEH, 

RuLK  1  :  Always  ctstoscopb,  never  soond  for  Symptom- 
LI8S  U.*::MATt]RiA.  *' Symptomless "  hsematuriat  is  the 
j*yinptom  which  should  raise  a  suspicion  of  growth  of  the 
bladder*  This  sharply^defined  symptom,  when  it  is 
present  aiane,  demands  the  employment  of  the  electric- 

*  *V\m  Jiiid  the  fuUowing  clifipteri  lUre  bused  ou  ii  pertioiml  eij^ertetii'i- 
i^nd  riiiiiiinalkm — cliniralf  cyBtoicopic»  operntive,  nnd  museum ^of  50D 
rMtm  of  growth  in  thu  uriimry  bladder, 

t  **  Hjfm|]tmikloMt  "  hcoitmtiirm  muy  be  defined  as  hd  intermittent  hisnior- 
rhftf*  in  the  urine,  ex  ten  ding  ovei'  a  period  of  months  or  yean,  tinaceom- 
jt^nlcd  hy  miy  other  »ymptDiiif  such  n»  pain  (reiml  or  vegical),  or  frequency 
fif  rakiuritioQ, 
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light  cystoscope.  No  otter  instriimeDtal  interference 
should  be  tolerated.  For  a  practitioner  to  sound  the 
bladder  of  a  p&tieut  merely  safferin^  from  this  single 
symptom,  or  to  wash  out  that  viscus,  is  worse  than 
useless  ;  it  is  often  positively  detrimental  to  the  future 
physical  well-being  of  the  patient  (compare  page  250). 

RoLR  2:  A  GsNTLs  Rectal  Examination  should  be  the 
First  Stip  in  thk  Inquiry*  A  judicious  cystoscopist^ 
when  summoned  to  a  patient  suffering  from  symptomless 
ha^matnria^  will  first  gently  examine  the  posterior  wall  of 
the  bladder  by  introducing  his  finger  into  the  rectum. 
Any  pronounced  circumscribed  interstitial  hardness  of 
the  posterior  wall  in  patients  suffering  from  symptomless 
hsematuria  renders  a  cystoscopy  unnecessary,  for  the 
disease  is  probably  infiltrating  epithelioma,  and  in  a  few 
months  cystitis  will  develop  spontaneously- 
French  authorities  state  that  all  growths  of  the  bladder 
/can  be  detected  by  the  finger  in  the  rectum  and  the  hand 
on  the  pubes.  The  practitioner  must  not  expect  to  he 
able  to  diagnose  vesical  tumours  so  easily.  The  small 
benign  papilloma  is  often  very  difficult  to  detect  even 
with  the  finger  in  the  bladder,  whilst  bimanual  examina- 
tion for  such  J  unless  of  marked  size,  is  always  uncertain 
and  illusory.  Even  a  harder,  firmer  growth,  such  as  a 
large  walnut-sized,  non-infiltrating,  villous-covered  epi- 
thelioma affecting  the  mucous  membrane  only,  if  it  be 
situated  on  any  wall  but  the  posterior  wall,  low  down, 
is  generally  indiscoverable  on  bimanual  examination. 

Eui.i   3:    Dark    Uj:katubias    without    Clots    babbly 

NKED  ANY  PREPABATORY  WASHING  OUT  FOR  CLKAR  CYSTO- 
SCOPY; A  DiuEBTic  OFTEN  SUFFICES.  The  patient  is  put  to 
rest  for  a  day  or  two  and  takes  Contrexville  or  Vittel 
water  abundantly  (ride  p.  62),  and  the  cystoscopist  can 
then  examine  the  bladder  in  the  natural  medium  without 
danger  to  the  patient  and  without  the  necessity  for  an 
immediate  operation  (cf.  Rule  4). 
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Rule  4  :  Always  cystoscopk  and  opkrate,  if  kecessakt, 
AT  THE  Same  Sitting  if  the  Bladder  eastobk  washed  out. 
Should  the  heematuria  be  profuse  and  mixed  with  clots  it 
will  be  necessary  to  wash  oot  the  bladder  prior  to  exa- 
minationj  and  under  such  circumstances  it  is  distinctly 
advisable  to  be  prepared  to  operate  stipra-pubically  then 
and  there,  for  by  so  doing  the  wound  will  heal  more 
rapidly.  If  operation  is  not  permitted,  and  a  diagnosis  is 
insisted  upon,  less  danger  will  be  incurred  if  urofcropine 
grp  V  freely  diluted  is  administered  thrice  a  day  for  a  few 
days  prior  to  the  examinationj  and  if  the  bladder  is  washed 
out  after  it  with  a  weak  solution  of  silver  nitrate,  gv.  j 
in  10  o?,  of  distilled  water. 

difflcultibs  in  the  cystoscopy  of  tumodrs  op  tsk 
Bladder, 

(ft)  Hwmorrhage  from  Ot*er'dd^stfmmmi, — There  is  a 
"  psychological  moment,'*  if  I  may  use  such  a  term,  for 
examining  the  patient  who  has  been  drinking  Contrexville 
water  in  order  to  ensure  a  full  bladder  of  clear  urine  for 
examination.  If  the  bladder  is  allowed  to  get  too  full, 
the  overstretching  causes  alight  rupture  of  the  base  of  a 
growth,  especially  if  it  be  epithelionaatous,  and  the  hsemor- 
rhage  which  ensues  renders  an  examination  futile.  The 
best  time  to  select  is  when  the  patient  feels  he  is  *'  full " 
and  ready  to  urinate.  The  same  remark,  of  course,  holds 
for  over-distension  of  the  bladder  in  washing  out  that 
viscus  prior  to  a  cystoscopy. 

(b)  HsBinorrhage  from  Ahrammw  of  the  Crrowth  hy 
Instruviejifs.^ — The^ utmost   gentleness  has,  of  course,  to 

*  It  11  «  misfciikc  to  fluppote  th&t  the  calculus  sound  must  aecessniily 
produce  bleeding  from  a  ve&lcal  growtli,  even  if  it  bo  used  rouglily.  Tbere 
Art  some  dense  papilloinatii  of  the  bladder  wbich  do  not  bleed.  Some  time 
Ago  I  obtaitied  a  ^ootl  case  on  this  false  premise. 

0,  p — ,  a?t.  27  (under  Dr.  Arthur  Codd,  of  Bromley).     Tliii  case  was 
•oanded  twice  under  ether  in  a  general  hospital  for  symptomless  hsematuria. 
No  httjmorrliage  folloi^^ed   tbe  extiminntion,  riuI  yet    nny    vehicle 
jolting  induced  lite luor rhage.     The  syrgeon  inferred  on  the^e  grounds 


or  train  ^H 

J  that  a      ^^^^t 
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be  exercised  with  both  catheter  and  cystoscope  to  avoid 
abrasions  of  the  growth  and  a  conseqaent  hsBinorrhage 
da  ring  the  examination,  A  silk  or  soft  mbber  velvet* 
eyed  catheter  is  the  best  form  of  iostruinent  to  use  for 
washing.  This  should  be  passed  so  that  the  eye  lies  just 
within  the  orifice  of  the  bladder.  As  regards  the  eysto- 
scope,  it  must  be  introduced  slowly,  and  the  beak  mast 
be  kept  in  the  centre  of  the  bladder. 

The  caaes  which  will  baffle  the  cystoscopist  are  those  in 
which  hard  growth  snrronnds  or  abuts  on  the  orifice  of 
the  bladder  {Figs.  78,  79).     These  nsnaHy  bleed  fnrioasly 

FlO.  78. 


A,  B,  gron  th  ftround  vesical  orifice.     Side  Tiew. 

on  the  mere  passage  of  any  instrument.  They  render  the 
cystoscope  useless,  and  their  diagnosis  will  generally 
have  to  be  made  by  digital  exploration  through  a  supra* 
pubic  incision.      Luckily  they  are  uncommon. 

Another  cause  of  difficulty  consists  in  a  prolonged 
haemorrhage  in  a  feeble  aneemic  patient.  Large  black 
clots  are  liable  to  accumulate  in  the  bladder  under  such 
condition Sj  and  although  the  medium  returns  clear,  or 
nearly  clear,  during  washing,  the  cystoscopic  view  is 
obscured,  because  the  base  is  covered  by  layers  of  bu£f  or 

Tefical  papiUoma  could  not  be  preieot,  and  the  patient  wa«  fabtequeotly  tent 
to  roe.  1  removed  a  large,  maoy-lobed  growth  of  the  benign  typ«.  It  hrang 
on  a  short  j»edicle  from  the  right  ureteric  area*     Recovery. 


f  h#-//*  W«/J  '/f^rm^W'*  -rH.rin  hare  bied  ::r  week*, 
<^»v^»f»/  Mjf  ^ff//r*«  *t  'V/nVr,:.  ind  hare  inallj  had  to 
ft^'t,r'  f/,  ^n^rfn  f/Til'/i/-  jri/'iJcion  for  'i;a^'',«t:a. 

liHHit  fffnit'thi*  tfi  n^>u\t:  iri-^t^no^-t  considerable  difficulty 
r  f  '  fff-rif'tift  f\  in  t%'/f,)i\\ti^  Ur^^  fleecy  papiliomata  or 
ithfthtit'thhtiff  '/iWffiiH  f'Hrt'tt,t,rriHtfif  for  the  beak  becomes 
(mmi/'I  If!  M»/'if  t*ll\^Hlnfl^'^^^  Hfj/l  thfj  li^ht  in  obscured.  Thus 
ih  /irif  rriMj.,  If,  wfif<li  f  MtibM^f|fH!ntly  removed  a  mass  of 
tihfi)|irM  ^MitvMi  wIiimIi  f(l|pd  M  Mi\-oinif;e  meaHure^  the  beak 
iilfH  Hh  cumImImmI  h^/lil  w«»ri»  <|iiito  enveloped  in  the  papil- 
iMfiiM,  Mful  I  MHfhl  M«Hi  iinlliiti^  (l*'iK'  ^^^)-      With  another 
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Fio.  80. 


Case  of  A.  L — .     Lamp  plunged  into  n  papilloma  which,  when  remoTed, 
filled  a  6-oz.  glass  measure. 


Fig.  81. 


Attempted  cystosoopj  of  Rev.  R.  B — .    Light  obscured;  eyttoaeope 
not  rotatable. 
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growth,  tilling  a  twelYe-oonce  tneasnrej  I  Tvas  equally  at 
fault, 

Agaiii/the  cyatoscopist  may  fail  altogether  when  examin- 
ing a  bladder  occupied  by  a  large,  projecting,  turnip-like, 
opifcheliomatoua  growth,  for  it  is  impossible  to  naaoipulate 
any  instrument  in  the  narrow  space  left  by  the  eucroach- 
raent  of  a  large  firm  tumour  (Pig.  81). 

I  have  met  with  several  such,  the  volume  of  the  growtli 
being  usually  the  size  of  a  large  fist.  In  each  case 
I  have  had  to  resort  to  supra- pubic  cystotomy  for  a 
diagnosis,  but  in  each  I  have  auccessfully  removed  the 
mass.  Fig.  81  represents  such  a  case  occurring  in  June, 
1897,  I  performed  snpra-pubic  cystotomy,  and  lifted  up 
the  tumour  with  my  forefinger  (Fig,  82).     After  lifting 

Fio.  82, 


Sopra*pabic  cyttotomj,     Bt;v,  R.  B — -,     Fiit-iizcd  tumour  lifted  up 
with  forefirigfir.     Cystoscopc  still  valueleBS. 


up  the  masSj  which  equalled  a  man's  closed  fist,  I  found 
that  I  could  introduce  the  cy^toscope  more  easily,  but 
that  it  was  quite  useless,  because  its  rotatory  action  was 
curtailed.  I  removed  the  tumour.  The  patient  is 
reported  to  be  in  excellent  health  (October,  1900), 
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(d)  D[^**ulty  in  toasking  out  the  Bladder. — Occasionally 
in  cases  of  large  fleecy  papillomata  the  eye  of  the  catheter 
will  get  blocked  with  the  growth,  aod  the  medmm  cannot 
be  removed.  In  snch  a  case  let  the  patient  be  turned  on 
to  the  side,  and  the  eye  of  the  catheter  disengaged  and 
directed  towards  that  side  of  the  bladder  which  is  upper- 
most. The  growth  gravitates  down,  and  the  washing 
can  then  be  proceeded  with  if  the  eye  of  the  catheter  is 
kept  up. 

{e}  Dtji cully  in  a}<€erlaintf*g  the  Site  of  the  Ba^e  of  a 
Tumour  pos8es»ing  a  Pedicle. — This  is  a  small  matter  and 
of  no  practical  moment,  but  it  may  puzzle  a  cystoscopist 
to  see  a  villous  papilloma  lying  on  the  right  side  of  the 
bladder,  and  on  snpra-pubic  cystotomy  to  feel  it  spring- 
ing from  the  left,  or  vice  tersd.  It  should  be  remembei'cd 
that  long-podicled  growths  often  have  a  wide  range  of 
niovement  in  the  bladder,  and  that  the  tumonr  changes 
its  position  by  gravity. 

Advantage  is  taken  of  this  fact  when  formnlating  a 
l^rognosis,  for  the  sessility  or  the  peduncnlation  of  tumours 
can  be  ascertained  by  varying  the  position  of  the  patient ; 
<iometimes  even  the  depth  of  the  penetration  of  the  growth 
into  the  subtnncous  layers  can  be  roughly  estimated  by 
the  same  means,  but  this  is  usually  difficult. 

Again,  it  is  to  be  especially  remembered  that  a  heavy 
growth  from  the  posterior  or  superior  wall  always  drops 
downwards,  and  appears  as  if  it  sprang  from  the  anterior 
wall,  or  in  some  cases  from  the  posterior  wall  low  down. 
An  anterior  wall  growth  is  extremely  rarely  met  with. 
The  descriptions  of  such,  which  are  not  iofrequent  in  the 
literature,  are  obvious  inaccuracies,  for  such  positions  are 
not  noticed  iu  museum  specimens,  I  have  only  met  with 
one  case  in  135  operations.  Moreover,  apical  growths 
are  only  met  with  in  3  per  cent,  of  all  cases. 

(/)  Dijiculty  in  determining  the  Character  of  the  Base  of 
the  VilluS'COvered  Growth  for  Prognostic  Purposes, — The 
novice  will  hardly  arrive  at  an  accurate  conclusion  as  to 
the  character  of  the  base  of  a  villus-covered  growth  ;  not 


^ 


eten  a  nkilled  cjsloeeopist  can  boast  Idmself  to  be  free 
from  mijlake.  Tboee  characler^  which  point  to  a  benign 
nstore  »re  tenoitr  of  the  pedicle^  the  prBsenee  of  long, 
loxorinDt  villoQS  piXM^Sfien,*  freedom  uf  the  base  from 
satellite  vplaehes,  and  abdence  of  small,  clear^  gfmpe-like 
glaodii  at  the  edge  of  a  sessile  growth* 


DaKQEBS   fX  THS  ClSTOaCOPT  OF  TdMOmzS  OF  TBK  Bla]>i>ks. 

An  element  of  danger  is  at  once  imported  into  the  case 
by  the  introdaction  into  the  bladder  of  any  mediiim  in 
the  form  of  a  wafih,t  no  matter  whether  the  medium  used 
bo  8terili»ed  or  not.  In  every  case  of  bladder  growth 
without  exception  there  is  some  ureteric  change,  which 
may  be  either  of  an  inflomraatory  natnre  or  mere  atony, 
or  both.  It  19  more  or  less  pronounced  according  to  the 
duration  of  the  symptoms  and  the  drag  on  or  irritation 
of  the  mouth  of  the  ureter  by  the  tumour.  Washing  oat 
the  bladder  causes  slight  surface  necrosis  of  the  base, 
which  may  infect  the  unhealthy  ureter,  and  thus  a  slight 
risk  of  a  wave  of  pyelonephritis  of  one  side  is  incorred. 
This  iH  the  reason  why  I  urgently  advise  that  all  patients 
liihould,  if  possible,  be  examined  only  when  the  h^emor- 
rhage    has    cleared    off,    and    that    the    urine,    naturally 

•  I  need  h II filly  csi.itmii  ryttoscopistg  ngainst  mistaking  the  necrotic 
■hrcildy  picri'ij  wbitli  peul  off  ti  disltitcgmting  carcinoma  for  pure  villous 


prot'j 

t  Kxaraplet  taken  at  random  from  note-book  : 

Ca«K  44, — A  cystoicopj  wns  proposed  bj  u  surg^eon  io  the  provinces  to  tbU 
piiLtent.  Top  water  wm  intrcxluced  iw  u  waslj,  A  severe  attack  of  cjstttU 
(^iitaed,  which  kopt  the  pHttont  in  bed  fire  weeks.  He  iiaffered  great  pain, 
and  tubiecjueotly  bud  Bn  abscess  which  burnt  into  the  rectum. 

Cahk  47. — A  gentleman  consulted  a.  g:yniccologiat  In  London  for  irritable 
hiriddor,  and  was  diagnosed  to  hnvo  stone,  whereupon  ether  was  given  in  tbU 
gentleman*!  coniuUinfi^-room»  ntid  the  bladder  washeil  out  with  an  evacmitor. 
On  recovorin^  from  the  ansettbesia  be  wui  tohl  that  a  atone  had  b«en 
removed,  and  he  was  sent  home  in  a  cab.  Fie  lay  in  l)etl  six  weeks^  slowly 
rnooverin^  from  the  ensuing  eyatitis.  On  eystoscopy  I  stiw  a  large  fl^-8iz«d 
villous  papilloma,  pcdieled  in  the  right  ureteric  area  ;  1  removed  it  suprm- 
pubieaUy. 


^m. 
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accamalated  in  tbe  bladder,  should  be  utilised  as  » 
medium.  Operating  surgeons  do  not  syfficiently  graap 
this  danger.  They  are  content  that  their  patients 
should  lieat  and  leave  their  care  apparently  well.  Tliey 
are  oblivious  to  the  insidious  slight  pyelitis  which  oaaQj 
are  suffering  from  when  they  are  reported  as  'Scared." 
When  a  patient  dies  a  few  months  subsequent  to  the 
supra-pubic  removal  of  an  apparently  benign  growth, 
the  untoward  event  is  usually  considered  to  be  due  to 
malignant  disease  rather  than  to  the  often  preventable 
suppurative  nephritis. 

The  following  ease,  which  I  was  permitted  to  watch^ 
illustrates  this : 

H.  M^ — ,  let.  50.  This  patient  had  suffered  from  recurrent  attacks 
of  symptomless  bfiematmia  for  four  years.  He  had  do  lower  urinary 
piiin,  but  for  three  or  four  months  before  coming  under  the  care  of 
the  eurgeoti  he  had  had  2>oin  in  the  left  Imn  andbaek ;  uo  tendernesa 
in  either  kidney.  Urine  sp.  gr.  1018;  no  jm8»  no  casts.  Urine 
clear.  On  Septt*mber  23rd  the  patient  was  cystoscoped  by  Mr. 
X—*  and  a  pedicled  ^nllous  papilloma  seen  at  the  left  ureteric  area. 
The  temperature  rose  and  oscillated  between  98*6°  and  100".  The 
growth  was  removed  supra-publeally;  October  26th.  He  healed  in 
due  coui-se  and  returned  home.  A  month  later  be  was  seized  with 
obrious  symptoms  of  left  renal  suppuration.  Tbe  operator  refused 
to  interfere,  and  diagnosed  that  tbe  left  kidney  had  become  can* 
cerovu.    The  patient  died  unKtmic  four  months  after  the  operation. 

Especial  care  in  obtaining  aseptic  cystoscopy  in 
patients  with  Bymptoms  of  vesical  growth  is  imperative 
in  the  three  following  groups  : 

L  In  patients  who  experience  an  impediment  to  ttiic- 
ttirition, 

2.  In  patients  with  anilateral  renal  pain. 

3,  In  patients  the  subject  of  soft,  easily  bleeding 
epitheliomata,  when  such  are  complicated  by  pronounced 
pyelitis, 

I.  When  a  growth  falls  on  to  the  urethral  orifice,  or 
narrows  it,  there  is  always  more  or  less  residual  urine 
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present^  and  dilatation  of  one,  if  not  of  both  nreters,  by 
back  pressure  gradually  ensues.  Slight  cystitis  may  be 
induced  by  the  washing,  and  a  wave  of  inflammation 
may  rapidly  ascend  to  one  or  both  kidneys.  The  cysto- 
scopist  will  therefore  do  well  to  be  chary  of  examining 
any  patient  with  symptomless  haematuria  who  complains 
of  the  stream  becoming  abruptly  but  painlessly  "blocked" 
before  the  bladder  is  emptied,  or  of  having  to  strain  to 
make  a  stream  in  nriuation.  I  make  an  absolute  rule  in 
all  8uch  cases  to  be  prepared  to  examine  and  to  operate 
at  one  and  the  same  sittiug, 

2<  Unilateral  renal  pain  denotes  oue-sided  dilatation  of 
the  ureter  and  pelvis^  and  oflen  slight  catarrh  in  addi- 
tion {ride  page  268).  A  clinical  note  of  warning  is  thus 
sounded  for  aseptic  and  gentle  cystoscopy. 

3.  When  a  growth  which  bleeds  easiiy  and  freely  is 
present,  and  acid  pyelitia  co-exists,  there  is  a  particular 
tendency  to  rapid  absorption  of  aoy  septicity  introduced 
from  without  ;  such  patients  are  very  dnngerous  subjects 
for  cystoscopy,  Aa  an  illustration  combining  these  three 
points,  I  may  relate  the  following  case  : 

J.  M —  at  the  age  of  thirty  began  to  have  frequent  mictviritian. 

At  the  age  of  thirty-two  suffered  from  hflematiinal  attacks,  which 
jippeared  and  disappeared  at  irregular  intervale. 

At  the  age  of  thirty-eight  caught  a  severe  cold,  and  was  admitted 
into  a  hospital  with  *'  ha^tnorrhagie  cystitis ;"  was  cystoscoped  by  a 
surgeon; — **  nothing  definite  found;"  no  reaction. 

At  the  age  of  forty- one  lie  came  under  my  care,  passing  conci*etion8 
of  phoapbate  of  lime  and  muco^punilent  urine.  He  suffered  pain  in 
both  his  kidneys  when  he  strained  to  urinate,  I  withdrew  twenty-six 
ounces  of  filth j,  bloody  uiine,  and  ordered  irrigation  of  the  bladder. 
The  urine  cleared  in  fourteen  days,  and  I  attempted  to  cyatoscope. 
He  bled  freely ^  and  I  saw  distinctly  a  white  turnipy  growth  on  the 
tioor;  I  decided  to  leave  it  alone  till  later  on.  Diagnosis:  epi- 
thelioma, complicated  by  atony  of  bladder  and  cysto-pyelitia,  He 
continued  to  use  his  catheter  three  times  in  twenty-four  hours 
until  six  months  later,  when  I  obtained  permission  to  examine 
under  ether.  There  was  free  bleedingT  and  the  cystoscopy  revealed 
nothing,  A  furious  reaction  followed — rigors,  vomitings  siipprea- 
sion  of  urine,  and  death. 
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The  report  of  the  po8t-mortem  was  as  follows : 

Kidney». — ^Both  very  large  and  pale ;  capsules  not  adherent.  Pas 
in  both  pelTes,  more  especially  in  lefb,  which  showed  considerable 
dilatation.  Left  kidney  substance,  seen  on  section,  pale  and  friable. 
The  left  ureter  was  dilated.  In  the  right  kidney  seyeral  small 
cavities  were  found,  the  walls  of  which  were  thickened  and  lined 
with  granulations,  evidently  abscesses  of  some  age. 

Bladder  showed  sigus  of  recent  acute  cystitis.  Situated  on 
the  trigone  and  at  the  sides  of  the  orifice  of  the  bladder  were 
several  masses  of  yery  friable  growth,  the  surfaces  of  which 
were  ulcerated  deeply  here  and  there.  The  largest  projecting 
portion  of  this  growth  was  roughly  the  size  of  an  average  thumb. 
The  distal  portion  of  this  process  lay  right  across  the  orifice  of  the 
bladder,  and  it  must,  in  the  lifetime  of  the  patient,  have  prevented 
a  normal  act  of  micturition.  The  base  of  the  growth  infiltrated  the 
bladder  wall,  but  did  not  extend  beyond  it. 

Prostate  of  normal  size,  firm  and  plump,  no  morbid  condition 
detected. 


CHAPTER   XIV, 

tHI    CYSTOSCOPY  OF    THE    VARIOUS    FORMS    OP    VESICAL    GROWTH 
AND    THEIR    CLINICAL    HISTORIES. 

Broadly  speaking,  the  cystoscopisfc  will  eocoanter  two 
well-marked  varieties  of  vesical  tumours :  the  villus- 
covered  and  the  bald.  Those  clofched  with  villoas 
processes  may  be  benign  or  they  may  be  maligimiit,  but 
the  smooth-surfaced  groups  are  almost  always  malignant,* 
more  especially  if  they  occur  after  the  age  of  forty *five. 
Nor  is  such  a  division  devoid  of  practical  utility,  for  it 
will  be  found  that  attempts  at  successful  operative 
removal  can  only  be  made  on  those  which  are  at  first 
localised  to  the  surface, — that  is,  on  those  covered  by 
villous  processes. 

The  lirst  element,  then,  in  rough  differential  cystoscopic 
diagnosis  consists  in  noting  the  character  of  the  surface 
of  the  growth,  and  some  stress  will  be  laid  in  the  fol- 
lowing pages  upon  this  particular  feature.  Other  dif- 
ferences exist,  which  sometimes  enable  the  surgeon  to 
form  a  fair  opinion  as  to  the  benign  or  malignant  character 
of  the  growth  he  is  examining. 

Cystoscopically,  then,  tumours  may  be  considered 
under  three  heads,  and  this  division^  it  will  be  founds  is 
both  clinical  and  operative. 

(a)  The  benign  villos-covered  growth. 

(b)  The  malignant  villus-covered  growth. 

(c)  The  bald  malignant  growth. 

*  In  mm0  the  vilU  mre  io  vtnntcd,  to  doselj  set,  tad  lo  eovcred  in  vHh 
^jbrtwm.  that  the  growtli  Appears  •"  bftld,**  or  like  •  child's  dosdj  c«l 
wmltd  plaj-bftlL  Tbe  TtlH  oalr  become  apparent  microscopiemUj ;  tml  tkm 
4oM  aol  l«f«fidal«  Um  roiiftl>-i^Dd-re«dj  rote  of  bald  gnmtlit  Wm 


PLATE  Xn, 


B 


Benign  viUous  papilloma. 


£LBCTEIC-LtGHT   CYSTOSCUpy.  loO 

I    propose    to    deal    with    each   in  detail,  notiog  their 
visual  characters,  clinical  life-history^  and  treatment. 

(a)  The  Benign  Villus-covsred  Growth.     The  Villous 

PAPILLOlfA. 

The  processes  or  "  vilH '*  which  clothe  the  surface  are 
often  of  extreme  t^DUity  and  reseioble  choriooic  villi. 
Hence  the  villons  covering  of  a  growth  in  a  sterile 
bladder  forms  a  beaotifol  cystoscopic  object  (Plate  XII}. 
The  delicate  leafy  processes  are  usually  of  a  light  fawn- 
colour,  and  are  veined  by  the  blood-red  streak  of  their 
capillaries.  They  float  freely  about  in  the  vesical  water, 
trembling  at  every  poise  of  the  iliac  vessels^  or  every 
movement  of  the  beak  of  the  cystoscope,  and  swaying 
with  the  eddying  rash  of  the  ureteric  streams  near  which 
they  are  usually  placed. 

The  entire  picture  is  often  like  a  small  aquarium  with 
a  hydra  or  a  sea-anemone  moving  its  tentacles  around  in 
search  of  prey. 

The  ViUi  and  their  Significance, — The  villi  differ  very 
greatly  in  length,  breadth,  and  colour.  Some  are  so 
stunted  as  to  appear  like  blunt  diminutive  cones,  wMIsr 
others  are  so  thin  and  long  that  they  resemble  ship's 
pennants  (one  and  a  half  to  two  inches  long).  In  some  the 
leafy  expansions  are  flattened  and  fleshy,  with  thick  joint- 
like  divisions  which  cause  the  growth  to  appear  like  a 
mioiatare  species  of  one  of  the  cactus  plants;  such  form 
a  dense  variety  of  villous  papillomata.  Some  are  even 
foliaceousj  and  in  contour  resemble  the  leaf  of  the  prim- 
rose, and  are  twisted  or  enfolded  in  various  ways.  Some 
villi  are  colourless,  and  of  a  dull  white,  perhaps  becanse 
they  are  affected  by  epithelrul  change;  others  are  trans- 
lacent  and  reflect  the  light  sharply.  Others  again  are 
caked  or  powdered  with  white  phosphatic  grit,  or 
reddened  by  adherent  blood.  Sometimes  tails  and  flaken 
of  white  mocus  stream  from  the  individual  villi  and 
increase  by  many  times  the  real  length  of  the  fimbriae* 
The  villi   vary   even   at  different   parts   of   the   same 
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tumour.  At  one  part  of  a  tutiiour  the  villi  may  be 
stunted  or  even  absent,  and  at  another  they  may  be  long 
and  hixuriant.  It  may  he  that  the  blunter,  more  conical 
type  have  suffered  from  apposition  with  the  vesical  wall, 
for  they  are  often  found  clothing  the  under  surface  of 
the  flatter  tumours. 

In  a  small  proportion  of  the  benign  group  the  surface 
may  be  papiUated  and  yet  on  a  casual  glance  U  afpears 
bald,  the  villi  being  very  short,  and  densely  covered  in  by 
epithelium.  The  colour  of  such  groivih  ta  naitaUy  mill- 
ivhile.  The  surface  is  uueyen  and  finely  lobulated. 
Under  the  microscope  it  is  easy  enough  to  recognise  the 
regular  arrangement  of  the  villi,  but  not  so  easy  in 
cystoscopy.  The  eye  should  be  trained  to  recognise 
this  condition,  and  distinguish  it  from  the  absolutely 
smooth,  reddish  or  white  surface  which  characterises  the 
epitheliomata  in  its  non-ulcerated  stflge. 

Clinical  iVo^e.— When  villi  exist,  the  question  of 
operative  interference  at  once  arises,  for  most  villus- 
covered  tumours  are  only  *'  superficial ''  at  first,  and 
many  repay  removaL  I  cannot  say,  however,  that  much 
can  be  learnt  from  the  actual  appearance  of  the  villi  as 
to  the  benign  or  malignant  character  of  the  growth.  My 
impression  is  that  when  the  longer  luxuriant  variety 
clothe  tl*e  surface  of  a  single  growth,  they  usually 
indicate  a  benign  character.*  If  the  villous  growth  be 
multiple,  the  diflScuUy  of  diagnosing  a  benign  character 
is  increased,  for  epitheliomata  may  evoke  pure  benign 
villous  papillomata  clothed  with  villi  of  great  tenuity  and 
beauty,  in  the  surrounding  areas  of  the  mucous  mem- 
brane. Should  the  cystoscopist  find  more  than  one 
villous  growth,  he  should  undertake  a  careful  and 
systematic  search  for  evidences  of  malignant  growth,  in 
the  shape  of  secondary  plaques,  and  co-existing  dull 
white,  bare  epitheliomatous  tumours. 

*  I  uj^  thii  even  with  the  kiiowlodg-c  that  in  tbe  muieum  of  tlio  Miilclles«x 
Hoapttal  (1745)  the  villi  arc  verj  long  and  nodoii^,  altfaottgli  tbey  spring  frotD 
an  epithelioma. 
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The  Core,  the  Pedicle,  and  the  Site. — As  a  rule  nothing 
13  seen  bnt  the  villous  covering.  The  framework  or  core 
of  the  tumour  is  not  visible.  The  attachment  or  base  of 
the  growth  can  only  be  rooghlj  estimated  by  floating  off 
the  growth.  This  end  is  obtained  bj  taming  the  patient 
from  side  to  side,  or  on  to  his  hands  and  knees,  or  by 
elevating    the    pelvis    (Fig.  83),  and    nhns   allowing  the 


A,  m  Tillom  pBpil1oni.t  floated  downward*  by  pofition  (Trendelenbcrg) 
to  expose  pedicle  to  cyatoscoplc  view, 

growth  to  drop  away  from  its  site  and  to  expose  its  stalk. 
Another  method  consists  in  using  an  irrigating  cystoscope 
to  drive  up  the  growth  by  a  stream  of  water  directed 
against  it,  but  this  plan  is  not  so  simple  or  so  certain  as 
the  postural  method.  The  pedicle  may  vary  in  thickness 
from  a  mere  thread  to  that  of  a  quill,  and  it  is  surprising 
how  large  a  tumour  may  be  nourished  by  a  very  thiti 
pedicle,  I  have  removed  some  the  size  of  my  fist  with 
a  pedicle  the  thickness  of  a  quilK  But  there  may  be  bnt 
little  pedicle^ — only  a  fold  of  mucous  membrane  more  or 

18 


^ 


J 


a0r%  are  sh^e  grovtks.  Im  bj  fnl  fifty  cases  all  were 
«^e  except  ikree.  Bet  sod  depends  on  tlie  dnrmlioti 
of  tlM  reePj  for  es  tine  geee  oe,  sbsH  eeomdkij  gromhs 
{om  aroond  tlie  site  of  ilie  pTtmrnxj.  At  first  tlieae  ai^ 
bee — eooM  ooij  thm  stae  of  peas,  Tbej  take  mp. 
;  aaiiaDf  is  one  of  two  dtrectaoms,— eitlier  towardsi 
the  nretbral  orifice  aloDg  tlie  outer  limfas  of  tbe  trigone^ 
or  eenirsllj  op  the  postenor  wall  of  tbe  bl»lder. 

Clinie4d  Note. — I  nerer  care  to  see  mnlliple  splashes  ; 
it  betokens^  I  am  sare^  a  rerr  decided  tendency  lo  wart 
production  combioed  with  a  marked  and  oontinnoas  irri- 
talioD.  Tbe  prognosis  of  cure  after  operation  will  neTer 
be  Ma  good  or  so  hopeful  in  multiple  as  in  single  pspillo- 
mats.  Xor  can  I  sbake  myself  free  from  the  saspicion  that 
there  is  a  malignant  action  in  multiple  sessile  growths. 

The  Poiiiion  cf  the  Villous  Papilloma. — The  position 
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affected  by  benign  villoos  papillomat-a,  as  is  well  known, 
is  in  the  Beigbboarbood  of  the  ureteric  orifice  (90  per 
cent.)*  Carefal  cystoscopy  will  show  that  they  are 
almost  always  outside  the  trigonal  area  to  the  outer  side  of 
the  nreteric  orifice  and  more  often  in  front  of  it  {vide  Fig* 
84).     Very  rarely  are  they  on  the  true  lip  of  the  ureter 

Fie.  84. 


B,  villoDS  papilloma  in  front  of  right  uriet^nc  oriflce  A. 

itself  j  and  when  they  are  found  in  this  position  they  arouse  a 
flnipieion  of  direct  imtation  of  an  nnninal  kind  fr^m  the  kidney 
of  that  side. 

Clinical  Note, — The  position  of  warty  growth,  or  in 
fact  of  any  form  of  growth,  near  the  outlet  of  the  kidney 
points  to  some  irritation  in  the  urine  from  that  kidney. 
I  may  remind  the  reader  that  kidneys  do  not  work 
always  at  the  same  rate,  or  produce  nrine  of  the  same 
standard.*     Not  infrequently  one  kidney  will  be  found 

•  Wbebber  ane  kidney  workt  at  the  excretion  of  aalti  wbile  iu  fellow  re«t» 
or  worki  tJogglalilj  I  cannot  saj ;  facta  for  eitablitbitig  this  woukl  meaii 
infinite  Ubour  &nd  work  oti  the  isnie  patient,  and  thit  cannot  be  obUin««] 


3 
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to  excrete  aric  acid  or  oxalate  of  lime  salts  in  a  larger 
abondaDce  than  the  other»  and  I  have  long  regarded  the 
kidney  on  the  side  on  which  I  bare  foond  the  TtUoos 
papilloma  as  being  the  more  actire  in  excreting  irritating 
99Mb  than  its  fellow.  It  is  with  this  action  in  view  that  I 
saggest,  that  to  prevent  recarrenee,  the  patient  should 
hereafter  sleep  on  the  side  opposite  to  that  from  which 
the  papilloma  was  removed,^ 

It  is,  as  I  say,  i^ery  suggestive  of  profound  renal  in- 


Oxfllnte  f!i]eti|iie  (not  linlf  »Ue)  wbieh  waa  removed  through  the 
(itirUiojyiji  from  the  kiwer  tliird  of  ureter.  It  had  evoked  a  rilloos 
t«ft  on  an  everted  ureteric  orifice. 


fluenre  to  tind  a  tuft  of  villous  growth  on  the  lip  of  a 
ureteric  orifice*  Thus  I  have  removed  a  tuft  from  the 
prolapsed  right  ureteric  orifice  of  a  young  man,  from  the 
lower  third   of    whose    ureter    I    also   extracted  a   large 

with  «afety  to  the  patient.  A  lar^e  series  of  cases  of  ectopm  veaiciB  might 
be  utiliaed,  ami  I  have  att'Cmptc-d  to  do  this  in  one  or  two  cii8^»  by  means  of 
metlij'ieiie  blue,  and  it  certainly  appeared  that  one  kidney  threw  out  the  blu« 
eaiioT  thiin  the  othiT. 

•  Wo  do  not,  perhapti*  realise  the  effects  of  posture  ou  a  bladder  filled  with 
Iha  coiieontrMted  urine  of  sleep.  The  most  irritating  and  the  deoiest  layer 
fails  to  the  bottom  (compare  Posture  in  Tubercle,  p.  210). 
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ureteric  o:salate  (Pig.  85).  I  have  had  an  exactly  similar 
case  recently.  In  three  other  cases^  tufts  of  henign 
villous  growth  at  the  right  ureteric  orifice,  co-existed  with 
renal  carcinoma."^ 

Size  of  the  Villowf  Papilloma, — There  does  not  appear 
to  be  any  law  governing  the  size  of  the  papilloma.  The 
Itisnriance  of  any  particalar  villous  papilloma  does  Qot 
appear  to  depend  on  the  duration  of  its  existence  or  on 
its  position  near  the  best  blood  supply.  Bulk  seems  more 
to  depend  upon  tendency  to  slow  carcinomatous  change  i 
at  least  all  the  very  large  papillomata  I  have  removed 
have  been  reported  upon  by  the  microscopist  as  possess- 
ing suspicions  characters  of  malignancy. 

Secondary  Changes  Visible  in  Bladders  which  are  occu- 
pied by  Villous  Papillomata, — The  character  of  the 
mucous  membrane  in  the  immediate  neighbourhood  of 
some  of  the  sessile  villous  papillomata  is  often  distinctly 
altered,  and  the  recognition  of  these  changes  is,  I  sub- 
mit, of  importance.  The  surface  may  assume  an  appear- 
ance as  if  it  had  received  the  impress  of  a  coarse  thimble. 
Sometimes  pure  villous  splashes  or  tufts  are  seen.  If  the 
tumour  is  flat  and  succulent,  and  broadly  pedicled,  and  if 
one  side  of  it  lies  in  apposition  to  the  bladder  base^  its 
upper  surface  is  papillated,  but  the  under  surface  is 
smooth  and  free  from  v^illous  processes,  whilst  that  part 
of  the  base  of  the  bladder  upon  which  it  fell  and  habitually 
rested  is  reddened,  swollen,  and  granular  ;  it  has  lost  its 
healthy  sheen,  and  looks  a  little  honeycombed.  In  on© 
or  two  cases  the  mucous  membrane  around  was  inflamed 
and  the  glands  stood  out  prominently,  exactly  like  a 
miliary  tuberculous  affection  (cf.  the  appearance  in  car- 
cinoma). Large  vessels  will  be  seen,  usually  running  in 
converging  or  parallel  lines  towards  the  base  of  the 
growth  from  the  vascular  supply  of  the  bladder  mouth. 
If  there  has  been  much  squeezing  of  the  growth  on  to 
the  trigone  and  orifice  of  the^bladder,  these  parts  will  also 
*  Conipare  Author,  *  TomotirB  of  tbe  Bladder/  p,  12,  ei  f«g* 
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be   found   dull,    reddened,    and    gelatinous — a   coDditian 
usually  announced  by  perinatal  discomfort  or  pain. 

Tlie    Ureteric  Orifice  (cf.  Ilenal   Ache,  p.  268).— But  it 

is  more  especially  to  the  oreteric  orifices  tliat  the  cysto- 
scop  is  t  directs  bis  attention  in  benign  growtb. 

In  many  cases  the  ureteric  mouth  nearest  the  tumour 
is  reddened,  and  its  normal  contour  is  obviously  changed . 
It  is  DO  longer  a  tiny  slit  but  an  elongated  furrow-like 
opeDtng.  The  adjacent  growth  has  affected  it  in  two 
ways — it  has  dragged  upon  it,  and,  in  addition,  it  has 
infiamed  it  by  contiguity,  ilore  especially  is  the  ureteric 
orifice  affected  when  the  tumour  is  pedicled,  and  the 
attaching  stalk  has  been  long  enough  to  allow  of  the 
papilloma  being  swept  into  the  urethral  orifice  with  the 
issuing  urine*  In  such  a  case  one  of  the  ureteric  orifices, 
if  not  both,  will  be  seen  obliqueh"  depressed ;  at  the 
outermost  end  of  the  furrow  will  appear  the  rounded 
orifice  of  the  ureter.  This  condition  shows  that  some 
backward  pressure  has  been  exerted  upon  the  ureter,  and 
probably  renal  pelvis,*  for  the  ureteric  orifice  is  a  valuable 
and  reliable  index  to  changes  in  the  contour  and  health 
of  the  corresponding  ureter  and  renal  pelvis.  In  all 
cases  where  there  has  been  obstruction  to  the  outflow 
of  urine,  the  ureteric  orifice  or  the  bladder,  or  both,  will 
show  evidence  of  back  pressure.  It  will  be  found, 
however,  that  when  the  ureteric  orifice  does  not  bear 
evidence  of  back  pressure  the  bladder  wall  itself  will 
show  signs  of  the  same  force  in  the  shape  of  little 
saccules,  and  much  fasciculation.  The  general  rule  of 
the  earhj  stage  of  back  pressure  being,  if  the  bladder 
hypertrophies  J  the  ureter  escapes;  if  the  bladder  does 
not  hypertrophy,  the  ureters  suffer  and  give  way. 

Clinical  Note. — The  following  axioms  may  be  advanced: 

Isfc.  The   longer    the  pedicle   of   the   growth,  or  tha 

•  In  ihirtjr-iiK  Museum  cjiSfs  in   which  the  yreters  were  detected  Aud 

iioted*  those  chuunels  were  diluted  in  twpiity-nine  instancet  (SO  per  cent.)  ; 

aeVen  oniy  hstd  su tiered  no  chnn^e  apparent  tn  the  naked   eye  (cf.  Author » 

'  TammiTi  of  the  Bhidder*), 
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laxer  the  surface  of  its  im plantation ^  the  more  likely  is 
the  tumour  to  float  into  and  cork  the  urethral  orifice,  the 
greater  the  chance,  therefore,  of  residual  urine  accamu* 
latin g,  and  the  greater  the  danger  of  dilatation  of  the 
ureters  and  renal  pelves.  Such  cases  will  not  bear  rough 
soon  ding  or  sloFenlj  cystoscopy. 

2nd.  The  more  sessile  the  growth,  the  more  medianly 
it  is  situated  on  the  posterior  wall,  the  less  the  chance  of 
renal  complications  ensuing  in  the  early  stages. 

The  maerogcopical  cmiditions  {visual  and  tactile  observationjt) 
which  favour  a  diagnosis  of  benign  villous  papilloma  : 

A  single  tumour,  with  a  definite,  healthy,  well- 
developed  villous  covering,  pedicled  in  front  of  one 
ureteric  orifice,  without  evidence  of  surface  irritation 
around  it  (in  the  shape  of  thimbling  or  swollen  mucous 
glands),  raises  the  hope  of  a  benign  character.  When 
such  a  tumour  occurs  in  a  patient  before  the  age  of  forty- 
five*  with  a  history,  over  seven  years  in  duration,  of  an 
intermittent  recurrent  hsemorrhage  of  the  symptomless 
type,  that  hope  is  strengthened*  Lastly,  if  the  operator, 
in  performing  suprapubic  cystotomy,  detects  a  single  soft 
moveable  growth  swinging  on  a  thin  pedicle,  and  finds 
no  induration  of  the  base  whence  the  pedicle  arises,  he 
may  consider  he  is  dealing  with  a  benign  papilloma. 
Even  if  the  base  of  a  pedicled  growth  feels  a  little  hard, 
and  the  microseopist  reports  an  "  inflamed  papilloma," 
he  may  still  adhere,  with  the  above  conditions,  to  the 
diagnosis  of  a  non-maltgnant  growth. 

Clinical  history. 

In  attempting  to  build  up  the  clinical  Iife<history  of 

a   pure  benign   villous    growth,    we    are    met   by   many 

•  If  ajrci  of  the  ptttienU  Jirc  taken  when  the  fir»t  trmptom  iirote  it  irill 
be  found  that  nearly  half  the  number  of  cases  occur  Uetwecn  the  jears  of  90 
and  45.     The  decades  mre  as  follows  : 


Before  aO      . 

6  per  cent. 

Betweim  50  and  59     14  per  ceuL 

Between  20  md  29 

12 

60  ,,  no     8 

»        30    ,,   3!) 

20        „ 

„        40    „   49 

40 

100 
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and  distinct  loopl^oles  throagh  wbich  inaccuracies  creep 
in. 

There  is  first  tlie  difficulty  of  selecting  those  patients, 
and  only  those,  who  have  sutt'ered  beyond  cavil  from  the 
benign  growth.  Microscopy  cannot  help  us  to  escape 
rci  is  takes  if  the  pedicle  and  the  mucous  membrane  of  the 
site  of  the  growth  are  not  submitted  for  examination* 
The  base  is  frequently  uoobtainable.  The  operator  may 
not  have  removed  it.  It  may,  if  removed,  be  iudis- 
tiugoishable  after  the  hardening  process  and  escape 
observation — and  part  of  the  tumour  itself  is  selected  and 
reported  upon.  No  true  judgment  of  the  character  of 
any  villous  growth  can  possibly  be  formed  by  examining 
the  surface.  Agaio,  our  present  state  of  knowledge  does 
not  allow  of  any  conjecture  as  to  when  a  benign  growth 
commences  to  take  on  malignant  action,  and  there  is  no 
doubt  but  that  this  change  is  not  an  infrequent  occurrence; 
and  lastly^  microscopists  themselves  differ  very  widely  in 
their  reports  upon  the  same  section.  The  following  work 
is  therefore  not  free  from  inaccuracy,  and  although  I  have 
selected  only  those  cases  upon  which  I  have  operated, 
and  only  those  in  which  I  have  received  an  expert  report  on 
the  microscopy^  yet  the  cases  have  not  been  watched  long 
enough  to  confirm  or  rebut  the  diagnosis  of  benign  growth. 

The  following  clinical  history^  which  I  have  sketched 
out,  is  based  upon  my  first  fifty  operations,  and  controlled 
by  later  and  riper  experience. 

Clinical  Ufe-histurij  of  ike  vilhns  papiUotna. 

The  onset  symptom,*  or  group  of  symptoms,  which 
first  attracts  attention  to  the  urinary  organs  of  a  patient 
suffering  from  villous  papilloma  does  not  herald  the  birth 

*  The  cUnidati  who  will  not  Uke  accurate  notice  of  "  onset "  aymptoHift 
in  urinary  diseaae  wiU  fail  more  often  in  sound  <l]iig;n08]8  than  he  who  croes- 
examines  severely  for  the  symiitoius  wliich  first  drew  attention  to  the  urinary 
troct.  There  can  he  but  little  vjilue  in  drawing  concluiions  from  the 
gyuiptoms  the  patient  m  aufFeriii^  from  when  he  applies  for  relief  j  an 
approjtiuiate  idea  of  tlje  origin  of  the  disease  can  only  be  guioed  by  obtain in|^ 
informntion  of  the  tite  and  character  of  the  lirst  or  early  ayinptoins. 
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of  the  growth.  Far  otherwise.  The  OBset  sjniptom 
merely  marks  the  termmation  of  the  first  stage  in  the 
existence  of  the  tumour,  lo  nearly  every  case  of  tumour 
which  I  have  cystoscoped  within  a  few  weeks  of  the 
commencement  of  the  symptoms,  I  have  found  the  growth 
to  be  in  size  above  that  of  a  monkey  nut.  Moreover,  in 
examining  cases  by  the  cystoscope  lo  find  the  cause  for 
recurrence  of  the  symptoms  after  operation,  I  have  found 
that  haemorrhage  only  reappears  when  the  tumour  has 
reached  a  decided  size.  Lastly,  I  have  met  with  growth 
before  any  symptoms  have  occurred.  Nay,  I  have  even 
known  a  tumour  so  large  as  to  exert  back  pressure  on 
one  kidney,  and  the  first  symptom  noted  to  be  renal  pain, 
and  the  patient  to  be  treated  for  rheumatism,  lumbago, 
and  renal  calculus  before  the  hcematuria  appeared.* 

I  have  even  removed  a  large  pedicled  growth  from  a 
lady  patient  whose  first  intimation  of  anything  wrong 
was  a  tumour  which  fell  into  and  blocked  the  urethra. 
Her  symptoms  were  described  by  her  as  follows  : — "  I 
was  running  down  a  rough  hill  road  when  suddenly  I 
felt  something  drop  into  my  '  privates  '  and  plug  them. 
1  could  not  bring  my  legs  together,  but  had  to  walk, 
stand,  and  sit  straddlewise.  How  I  got  home  I  do  not 
know.  I  only  remember  that  I  attempted  to  urinate  at 
every  step  and  could  not  pass  a  drop,  and  screamed  with 
agony  all  the  way."  Retention  ensued  for  twelve  hours  ; 
suddenly  the  corking  growth  slipped  back  and  she  got 
relief.  Cystitis,  of  course,  ensued. t  All  these  facts 
concur  in  permitting  us  to  recognise  a  latent  period. 

*  Pa^tient  (R.  S—,  ftt.  32)  w&a  moving  a  cftse  vrei^htDs^  6  cwt.  on  October 
IStb,  16$9,  and  soddenly  felt  patn  In  the  left  kidfiey.  Direct  preuore 
relieved  it,  but  it  iaereuaed  tiiitti  Jimuary  IBUi,  1B90.  On  tli:«t  daj  be 
paned  u  potfal  of  bright  blood,  and  itnmediatety  tUe  kidney  pain  ce&»ed.  It 
retorncd,  aud  ceased  after  tliree  tiioiithi  on  another  attack  of  haematnria 
topenrening.  He  now  commenced  to  have  an  obstructed  Ktream,  and  noticed 
be  could  pass  twice  as  miicb  urine  lying  down  as  standing.  I  cysto«cof>ed  and 
saw  three  villous  papi11omata,aDd  removed  ibcm.  One  was  (ledicled,  and  lay  over 
Ibe  urethral  orifice.   The  pain  in  the  kidney  was  quite  cured  by  the  operation. 

t  Case  of  Mrs.  P.  (No,  32,  Table)  is  soroewhnt  similar.  Corking  of  the 
urethra  took  place  three  years  before  the  hieraorrhnge. 
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There  arc\  therefore,  three  broadly  oatlined  periods 
recogfiiisable  in  tbe  life  history  of  a  villous  papilloma — 
the  latent  period,  the  hsematurial  period,  and  the  final 
stage  of  cystitis  with  its  consequent  fatal  renal  com- 
plications* 

The  First  or  Laieiii  Period, — No  symptoms  characterise 
this  stage.  The  tumour,  whether  it  be  sessile  or  pedicled, 
gradually  increases  in  size.  It  is  only  when  its  size 
permits  of  it  being  squeezed  by  the  vesical  walls  in  con- 
traction that  a  little  blood  appears  at  the  end  of  urination, 
or  when  by  a  sudden  strain  or  over-exertion  the  base  of 
the  little  growth  is  stretched^  and  a  little  blood  issues 
and  becomes  mixed  with  the  urine  in  the  bladder.  The 
latent  period  m  thus  brought  to  an  abrupt  conclusion, 
generally  by  the  appearance  of  blood  issuing  from  the 
urethra,  either  with  or  after  the  urine. 

The  Second  or  Hs'mtiturial  iStage,'^ — In  a  large  propor- 
tion of  the  cases  (84  per  cent.)  the  second  stage  is  ushered 
in  by  the  blood  appearing  either  at  the  end  of  urina- 
tion or  intimately  mixed  with  the  urine.  Generally'  no 
cause  can  be  assigned  (80  per  cent.)  ;  in  a  few  instances 
only  cnn  soujc  unusual  exertion  or  fatigue  be  credited 
with  the  hfemorrhage.  As  might  be  anticipated,  the 
bk'eding  is  slighter  and  often  insignificant  when  a  pro- 
voking cause  is  absent.  The  bleeding  is  very  rarely  of 
a  profuse  type  at  the  very  outset,  and  then  only  when 
some  severe  strain  has  started  it  (6  per  cent.).  The 
haaroorrhage  in  most  instances  is  accompanied  by  no  other 
symptom^  so  that  if  the  patient  were  blind  or  in  the  dark, 
be  or  she  would  not  know  that  anything  abnormal  had 
occurred ;    it   is,   in    fact,   a  "  symptomless  '*   haematuria. 

*  Crittdsm  might  fiiid  fault  ivitli  my  H«tectioD  of  this  term  for  thla  stage^ 
bocauie  it  doct  not  rcpnetetit  the  diaracter  of  tliG  entire  cliiis.  lu  a  imall 
proportion,  6  per  ccnt.»  rennl  pam  is  sutFertfd  from  before  the  bleediug,  and 
ill  10  per  cent,  ijmptoma  of  Ihloeknge  of  the  urctlira  iind  distreFg  in  urination 
appear  before  the  blood.  But  no  ela«i  eaii  etidl  without  exceptions.  The 
avernji^e  cliniciiiii  do<;s  uut  need  to  cotisider  the  Atypiciikl  cases.  He  aims  at 
knowing  what  he  will  usually  enrouuter,  and  what  he  maj*  uiually  expect  in 
the  ordinary  run  of  caees. 
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In  a  few  hours  or  in  two  to  three  days  the  bleeding 
ceaees^  either  spontaneonsly  or  upon  the  exhibition  of  ao 
astringent.  The  patient  is  now  well.  The  incident  may 
even  be  forgotten.  For  two  or  three  weeks,  or  three 
niooths,  or  for  a  year,  or  for  two  years,  or  for  six  years, 
or  for  even  twenty  years  there  is  no  recurrence ;  then 
suddenly  and  without  warning  red  blood  again  appears 
at  the  end  of  micturition,  or  is  noticed  mixed  with  and 
colouring  the  urine  a  darkish  red. 

A  general  rule  may  be  formulated  thus :  **The  smaller 
the  auiotiDt  of  the  initial  haemorrhage,  the  longer  is  the 
interval  of  health  before  it  recurs.  Should  the  onset 
haemorrhage  be  marked,  and  have  followed  a  strain 
or  over-exertiouj  it  will  recur  quicker  and  in  larger 
quantities.^' 

In  the  intervals  of  bleeding  the  urine  will  be  quite 
normal.  As  time  goes  on  the  patient  may  aggravate  a 
slight  recurrent  haemorrhage  by  overstrain-  A  long  walk, 
lifting  weights,  hard  sculling,  or  tennis,  even  an  attack 
uf  constipation  will  suddenly  transform  a  simple  bleeding, 
which  is  but  seldom  repeated,  into  a  sharp  hiemorrhage 
which  recurs  every  week  or  so. 

At  first  rest  in  bed  diminishes  the  loss,  and  exercise 
tends  to  increase  it.  As  the  disease  progresses  the 
recumbent  posture  and  the  action  of  astringent  medicines 
lose  their  effect. 

It  is,  however,  interesting  to  note  that  intercurrent 
disease  has  often  a  distinct  influence,  especial ly  in  women 
on  an  intermittent  haemorrhage  from  vesical  papilloma. 
Thus  the  appearance  of  carcinoma  of  the  breast  checked 
a  periodic  bleeding  tor  months.  A  quinsy  gave  one  lady 
eight  months*  release  ;  an  attack  of  acute  cystitis  afforded 
another  four  years'  freedom.  Even  dilatation  of  the 
female  urethra  for  exploration  of  the  bladder  in  one  case, 
and  rough  sounding  for  stone  in  several  others,  arrested 
a  troublesome  haemorrhage  for  some  months.  These 
cases  came  subseqaently  under  my  care,  and  I  removed 
papillomata  in  every  case* 
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It  mast  be  borne  in  mind  that  the  patient  is  free  froni 
any  symptoms  which  point  to  the  bladder  as  the  origin  of 
the  blood.  There  may  be,  and  there  often  is,  sacral 
aching,  or  weariness  and  pain  at  the  fourth  lumbar  ver- 
tebra [infi'dj  Renal  Ache),  There  may  even  be  irritability 
of  the  bladder  and  slight  penile  pain  *  when  bleeding  is 
present,  but  it  subsides  with  the  haamorrhage,  and  is 
obviously  due  to  local  cougestion  of  the  bladder  at  the 
base  of  the  growth.  Sooner  or  later  the  haemorrhage 
gets  out  of  control  and  becomes  almost  continoons.  The 
patient  becomes  pallid  and  listless.  The  sallowness  and 
the  loss  of  weight  may  even  arouse  suspicions  of  carci- 
noma. 

Such  is  the  usiimI  course  of  the  symptoms  caused  by 
villous  papilloma  of  the  bladder  in  the  haematurial  stage, 
and  it  may  be  summed  np  in  a  line, — ^the  greater  the 
tendency  to  loss  of  blood,  the  less  the  chance  of  other 
symptoms  supervening. 

Other  Symptonw  les9  freqneiitlt^  noled. — ^But  hmmaturia, 
although  the  first  and  the  cardinal  symptom  of  this  stage, 
is  not  the  only  one.  As  time  progresses  two  important 
symptoms  may  arise,  and  may  be  especially  noted  as 
occurring  in  patients  who  do  not  bleed  continuously  and 
persistently  ;  they  appear,  perhaps^  in  the  minority  of  the 
cases  : — K  A  renal  ache.      2.  An  impeded  urination. 

1.  A  Eeiial  Ache,— Inmost  cases  the  loss  of  blood  alone 
entails  a  weariness  and  an  aching  in  tbe  lumbar  region, 
in  others  there  is  a  sacral  ache  apparently  due  to  pelvic 
nerve  distress,  the  result  of  nerve  irritation  by  a  sessile 
or  hard-based  papilloma. 

It  is,t  in  some,  more  especially  marked  at  the  fourth 

•  Cjfstogcopy  reveals  in  theeiG  instances  it  oprinkltiig'  of  phoftplmt'C  of  Himo 
on  the  growth — iin  evidence  of  local  imn  of  health  mid  intlatniiiation  which 
often  tranaitfiitly  nflects  the  core  nnd  the  imtnedlnte  bft«e.  It  i^  iiitereiting 
to  note  how  small  mi  inftamcd  imt*:h  of  the  large  urei*  of  a  healthy  bladder 
will  cause  tymptoiiis  of  cystitis, 

t  1.  A  lady  ict,  43,  a  patient  of  Dr,  Old  field,  bnd  suffered  from  &acr«l  ache 
Mod  haEiuaturia  for  two  years,  I  removed  ii  pediclcd  growth  from  the  left 
iircteric  area  and  tlie  hackiiche  subsided.      It  recurretl  iind  wiu  removed  on 
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lumbar  vertebra,  but  this  central  pain  is  not  and  must 
not  be  confounded  witli  the  lateral  renal  aclie  of  villous 
papilloma. 

This  is  experienced  in  one  kidney,  and  nearly  always* 
in  that  kidney  whose  ureteric  orifice  is  nearest  the 
papilloma.  It  is  usually  a  constant^  dull  pain  confined  to 
the  kidney,  but  may  extend  to  the  groin  ;  this  is  never  very 
severe.  It  is  increased  by  deep  inspiration,  coughing,  or 
exercise.  Even  urination,  by  exciting  back  pressure,  is 
a  cause  for  the  increase  in  pain.  The  kidney  is  not 
usually  tender, — ^in  fact,  the  pain  is  relieved  by  pressure. 
The  urine  does  not  often  contain  albumen  or  castj^,  and 
the  specific  gravity  is  about  1020.  Cystoscopy  demon- 
strates the  orifice  of  the  ureter  to  be  altered  in  contour. 
It  is  reddened,  the  edge  may  be  puckered  and  the  open- 
ing distinctly  larger  and  more  elongated  than  natural. 
Spreading  to  it  from  the  villous  growth  which  usually 
lies  in  front  of  it  are  leaahes  of  vessels  or  congestive 
patches.  I  have  been  accustomed  to  regard  this  aspect 
of  the  ureteric  orifice  and  the  subjective  symptoms  as 
indicative  of  ascending  inflammatory  changes  affecting  the 
renal  pelvis.  I  believe  that  the  primary  focus  of  in- 
flammation is  at  the  base  o(  the  growth.  Cystoscopy 
and  microscopy  prove  the  papilloma,  especially  if  it  be 
of  the  tougher  variety,  to  be  prone  to  undergo  local 
ioflammatory  changes.      The  cystoscopic  evidence  consists 

leTen  Kp&rate  occatioiu,  emth  recurrence  being  heralded  by  acUiog  in  fcbe 

2.  8 — p  a  man  £Bt.  32.  had  been  treated  as  a  malingerer,  or  a  rheumatic,  hy 
varioQi  mvdic'al  men  aud  hospitaU  when  he  came  under  my  care  with  ba;ma* 
turia.  He  com  plained  only  of  hit  back,  stating  *'  that  it  felt  as  if  it  vraa 
broken"  ut  the  fourth  lambar  vertebn*.  I  removed  three  targe  riUouf 
papillomata  from  the  bladder,  and  immediately  the  bnckache  disappeared. 
He  wa«  free  for  a  year,  then  the  lumbar  pain  returned,  I  examined  and 
found  the  groTTth  had  recurred.  1  again  operated  and  the  backache  eeaaed. 
This  happened  on  four  different  occasiont,  the  backiche  alirays  nntifyii»g 
him  of  the  recurrence  of  growth. 

*  Ereepdom, — D — ,  mt.  &0.  Symptoms  arnte  in  1894,  with  h^maturta, 
M>me  frequency  and  pain  tn  left  loin.  In  1900  tremored  a  pedicled  papilloma 
from  the  riyhi  ureteric  oiilice- 


S30 

IB  a  small  patch  of  necroais  covered  with  gH&tezuxig 
pbo8pliat«»,  teen  here  and  there  on  the  surface  of  the 
papiUonsa.  The  isicroBcopical  eridence  cQDsists  in 
teeliag  ejcudation  in  the  pedicle  and  base.  One  mov 
point :  the  inflanmatioD  at  the  base  of  the  papilk 
iiEJinnea  the  elaalicily  of  the  ureteric  area.  The  lips 
tl^  orifice,  whiek  Qsaallj  open  and  close,  protrade 
reilraet  at  each  dBax  of  nrine,  now  gape  and  remain 
fixed*  Hence  Ibe  readiness  with  which  inflammatory 
changee  may  atlaek  the  orifice,  and  ascend  the  channel 
to  the  renal  pelTia.  So  marked  is  this  deterioration  of 
the  nreteric  orifice  that  if  the  pedicle  of  the  papilloma 
elongates  sufficiently  to  permit  of  tbe  growth  falling 
into  the  urethral  orifice,  the  back  pressure  set  up  by 
Ibe  impeded  aiream  is  exercised  chiefly  opou  that  ureter, 
from  whoee  area  the  growth  arises,  and  is  '*  felt'*  by  the 
corresponding  kidney.  Here  are  a  few  examples^  taken 
from  the  first  fifty  cases  I  operated  on : 

Growths  sestiU  and  nU  impeding  urinatiGn. 

1.   U. — Pain  in  right  kidney;  sessile  papilloma  remove 
from  right  ureteric  area. 

2*  W. — Pain  in  right  kidney;  papilloma  removed  from 
right  ureteric  »rea, 

8,  F* — Pain  in  right  kidney  ;  sessile  papilloma  removed 
from  right  ureteric  area. 

4.   H* — Pain  in  left  kidney ;  papilloma  removed  from 
left  ureteric  area. 

Grou:th9  pedieled  and  impeding  uritiiUion, 

1.  R, — ^Puiii  in  right  kidney  ;  papilloma  removed  from 
right  ureteric  area* 

2.  R. — Pain  in  right  kidney  and   pyelitis;    papilloma^ 
removed  from  right  ureteric  area. 

3.  S. — Aching   io   right    kidney ;    papilloma  removed 
from  right  ureteric  area. 
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4.  S* — Acliing  ill  right  kidney;  papilloma  removed 
from  right  ureteric  area. 

5,  T, — ^Aching  in  right  kidney ;  papilloma  removed 
from  right  ureteric  area. 

The  lessons  derived  from  the  knowledge  of  this  fact 
lire — 

First :  Unilateral  renal  pain  should  always  be  inquired 
for.  It  not  only  gives  the  clinician  a  hint  (in  the  absence 
of  impeded  urination)  on  which  side  a  villous  growth  may 
be  expected ;  but 

Secondly :  It  renders  asepticism  in  all  instrumental 
and  operative  interference  doobly  imperative  ;  and 

Thirdly  :  It  demonstrates  the  inutility  of  diagnosing 
stone  or  other  disease  of  the  kidney  when  a  patient 
complains  of  unilateral  renal  ache  and  hsematuria;  it  may 
explain  the  cause  for  some  of  those  fiegaitre  explorations 
which  are  nowadays  so  common  in  renal  surgery.  It  is 
obvious  how  easily  such  mistakes  in  diagnosis  can  be  made^ 
and  how  much  needless  renal  exploration  can  be  avoided 
by  the  judicious  and  skilful  use  of  the  cystoscope. 

2,  The  Impeded  Stream. — A  pedicled  papilloma  rarely 
announces  its  presence,  in  the  first  instance  by  floating 
into  and  obstructing  free  urinution  (cf.  Case  265).  As 
the  tumour  increases  in  size,  however,  its  pedicle 
elongates  by  the  suction-drag  exerted  on  it  by  the  out- 
Sowing  urine,  until  its  excursions  are  free  enough  to 
enable  it  to  block  the  urethral  orifice,  like  a  wash-basin 
plug,  when  the  bladder  is  only  partially  emptied. 

Nor  is  it  necessary  that  the  original  papilloma  should 
always  be  credited  with  these  powers  of  obstruction.  In 
a  few  cases  a  second  and  younger  papilloma,  pedicled 
and  situated  nearer  to  the  urethral  orifice,  is  the  peccant 
factor  in  the  disturbance.  In  one  of  my  patients  a 
primarif  single  sessile  button  of  villous  papilloma  was 
noticed.  Three  years  later  a  damson-sized  pedicled 
papilloma  grew  on  the  anterior  wall  in  the  middle  line, 
half  an  inch  above  the  urethral  orifice.  As  the  bladder 
gradually  emptied   it    descended,   and   fell   like  a  sluice- 
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gate  over  the  opening  wliea  tte  bladder  had  only  half 
evacuated  its  con  ten  tg. 

The  time  which  elapses  frcnn  the  date  of  the  appear- 
aoce  of  the  blood  (the  commencement  of  the  second 
stage)  and  the  blockage  of  the  stream  h  very  variable. 
It  may  take  years,  or  it  may  not  happen  at  all.  But 
when  it  doea  occur  it  creates  so  striking  a  symptom  that 
the  patient  complains  of  it  even  more  than  the  appear- 
ance of  blood.  At  first  the  impediment  is  annoying, 
finally  distressing.  The  urination  starts  in  a  full  stream, 
and  after  a  few  ounces  or  a  third  or  two  thirds  of  the 
urine  have  been  evacuated,  a  gradual  or  sudden  check  to 
the  outflow  is  noticed.  One  patient  graphically  described 
this  action  as  being  like  *^  punring  ton  from  a  teapot 
with  a  tea  leaf-choked  spout/'  Perhaps  the  patient  alters 
his  position,  and  finds  that  he  can  pass  water  better  when 
lying  on  the  side  or  the  back,  or  by  lifting  up  the  body, 
only  taking  a  deep  breath  and  expelling  it  again  :  all 
tiucli  manoeuvres  obviously  cause  the  growth  to  drop  away 
from  the  orifice  or  drag  it  away  by  diapliragmatic  action. 

If  the  patient  strains  to  overcome  the  obstruction^  he 
experiences  pain  at  the  glaiis  penis,  and  a  little  blood 
escapes  at  the  end  o£  urination.  I  have  even  seen  blood 
pouring  from  the  penis  at  the  end  of  the  act  as  if  the 
growth  was  being  squeezed  like  a  sponge.  Sometimes 
fragments  of  growth  are  torn  off^  and  come  away  subse- 
quently with  the  urine.  I 

Frequency  of  urination  is  usually  present  with  an 
obstructed  stream.  This  is  not  the  irritability  of  inflam- 
mation, for  the  urine  may  be  brilliantly  clear.  It  is 
merely  the  result  of  au  unemptied  bladder* 

Two  remarks,  however,  may  be  made.  It  does  not 
necessarily  follow  that  a  pedicled  growth  will  produce 
corkage  even  when  it  has  apparently  a  very  lengthy 
staik  and  a  free  range  of  movement.  Nor  does  it  follow 
that  an  impeded  stream  should  elicit  renal  pain,  for  both 
ureteric  orifices  may  be  seen  enlarged  without  any  back- 
ache. 
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A  few  minor  symptonis  complete  the  second  stage  in 
the  life  history  of  villous  papilloma.  Most  papilloraata 
gradually  become  inflamed  at  their  base,  and  thongh  this 
is  entirely  a  local  condition,  yet  it  evokes  frequency  of  uri- 
nation, some  scalding  in  the  urethra,  and  penile  pain.  The 
attacks  are,  however,  transitory,  and  often  relieved  by  a 
little  hi^morrhage.  They  are  not  t^  be  counted  as  marking 
the  third  stage — that  of  cystitis.  As  time  goes  on  the 
patient  loses  weight,  becomes  cachectic  ;  this  is  some- 
times due  to  the  unilateral  renal  deterioration,  but 
more  often  it  is  owing  to  the  drain  of  the  hsemorrhage. 
Palpitation,  breathlessness,  constipation,  dyspepsia,  and 
other  signa  of  lowered  vascular  vitality  appear. 

The  second  stage  is  abruptly  terminated  by  an  attack 
of  cystitis.  The  inflammation  appears  spontaneously  in 
thoae  cases  which  are  not  meddled  with,  but  as  often  as 
not  mistaken  zeal  prompts  the  medical  man  to  wash  out 
the  bladder,  and  the  third  stage  with  all  its  attendant 
misery  and  renal  risks  is  forced  upon  the  patient  years 
before  it  would  otherwise  appear. 

The  duration  of  the  second  stage,  before  the  bladder 
becomes  inflamed,  is  uncertain  ;  it  varies  according  to  the 
implantation  of  the  growth  ;  the  sessile  hare  usually  the 
longer  life.  Thus  I  have  known  patients  with  single 
Bemle  papillomata  live  comfortably  for  six,  ten,  thirteen, 
twenty,  twenty- one,  twenty-two  years,  and  yet  have 
healthy,  non-purulent  urine.  On  the  other  hand,  the 
pedicled  papilloraata  are  exposed  to  violence  ;  they  bruise 
the  vesical  neck;  they  grow  more  rapidly  and  luxuriantly  ; 
the  symptoms  they  elicit  often  necessitate  the  use  of  a 
catheter;  infection  therefore  occurs  earlier,  and  the  stage 
of  cystitis  is  reached  comparatively  sooner. 

The  third  $tate — the  stage  of  eystiiu  :  In  this  stage 
the  bleeding  generally  ceases,  and  purulent  urine  is 
passed. 

I  have  met  with  more  than  one  instance  in  which  the 
patient  was  hurried  into  this  stage  by  the  exhibition  of 
aluminate  of   iron*     Obstinate  constipation  ensuedj  and 
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cystitis  supervened.  It  lias  alwajs  seemed  to  me  tbat  the 
bowel  is  the  peccant  factor  in  the  induction  of  tliis  siagej 
for  the  cjstitis  is  usually  of  the  acid  type. 

Once  cystitis  is  induced  it  rarely  ceases  entirely — 
certainly  the  congestion  consequent  upon  the  inflammatiou 
increases  the  pabulum  for  the  growth  of  the  papilloma 
and  the  growth  multiplies.  Irritability  and  pain  wear 
out  the  strength  of  the  patient*  Inflammation  ascending 
to  the  kidneys  gradually  cripples  the  functions  of  these 
organs.  Thirstj  nausea,  morning  sickness  appear^  and 
the  patient  dies  exhausted^  or  suddenly  succumbs  to 
nrsBmia. 

Types  of  Pure   Villous  Papilloma. 

Sessile  (recent).— (a)  Q— ,  mt  42,  sent  by  Dr.  Jackson,  of  Chorley. 
8ix  months  before  coming  uiider  my  notice  he  had  an  attack  of 
symptomless  hsematuria.  It  lasted  two  dajs.  Five  months  later  it 
recurred,  and  eauselessly.  There  was  no  pain.  The  haemorrhage 
became  constant,  and  I  removed,  BUpra-pubicallj,  a  cherry -sized, 
sessile,  villous  papilloma,  from  the  right  ureteric  area. 

Sessile  (old  histo}'y).=-ih)  H — ,  iBt.  73.  Br.  Waller  Gripper,  of 
Wa!Ungton»  Twenty  years  ago  Bymptomless  haematuria  appeared, 
and  recurred  on  and  off  for  two  or  three  years.  Suddenly  the 
haemorrhage  ceased  without  any  apparent  reason,  and  he  remained 
free  for  six  years.  It  then  recurred  at  long  intervals.  Any  severe 
exercise,  such  as  straining  at  archery,  gardening,  sculling,  caused  it 
to  return  with  violence.  He  never  suffered  any  pain,  except  when 
large  clots  blocked  the  urethra.  He  had  never  had  any  insti-ument. 
passed.  Five  weeks  before  I  saw  him  he  over-exerted  hiaiself  in  a 
boating  ex ctirsion,  and  faarmorrhage  appeared  and  became  constant 
and  severe.  When  I  saw  him  his  bladder  was  hugely  distended 
with  blood-clot.  He  was  exsanguine,  listless,  and  deaf,  and  fainted 
when  we  lifted  him  on  to  the  operating  table.  I  operated  supra - 
puhically,  and  found  a  tough,  villous  papilloma  occupying  the  left 
lateral  waH.  He  recovered  slowly,  and  I  operated  a  few  years  later 
for  calculns. 

Pediinciilated. — Mr.  H — ,  aet,  27,  sent  me  by  Dr.  A.  Kennedy,  of 
Plaistow.  Ten  months  prior  to  Beeing  me  he  had  suddenly  and 
causelessly  passed  blood.  This  subsided,  recurred,  and  becamu 
intermittent.    It  seemed  to  depend  greatly  on  exercise,  for  it  would 
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if  he  rested,  and  became  profaae  if  be  walked  mucli ;  it  even 
appeared  after  marital  intercourse.  The  character  of  the  stream 
was  typical.  The  first  half  came  in  fnU  volnme,  then  it  drihhled 
down.  He  used  to  strain  greatlj  to  finish  emptying  bis  bladder, 
then  blood  used  to  come,  and  pain  was  felt  in  the  glans* 

He  used  to  micturate  every  one  and  a  half  hours  to  two  honrs  in 
the  day,  and  rise  four  to  five  times  at  nighty  If  bl*x*d  was  present 
he  had  less  frequency.  I  removed  a  large  ieecy  villous  papilloma 
from  the  left  ui^eteric  area. 


Ati/pical  Villous  Papilloma^ — I  have  referred  to  a  small 
class  of  cases  which  do  not  conform  to  the  usual  type,  by 
entering  upon  their  clinical  life  with  the  asual  symptom — 
hseznaturia.  These  are  atypical j  for  they  only  form  16 
per  cent,  of  the  cases.  They  are  divided  into  two  gronps. 
Ooe  gronp  (a)  has  an  onset  symptom  of  impeded  nrtnation, 
and  the  other  (b)  onset  symptoms  which  resemble  those 
of  stone  in  the  bladder. 

(a)  In  the  farmer  the  fii*st  symptom  is  not  that  of 
ha^maturiEj  but  of  an  impeded  urination  with  or  without 
renal  pain.  In  fact,  the  growth  is  usually  firm  enough 
to  increase  in  size  without  becoming  frayed  or  lacerated 
on  its  surface  or  at  its  attachment  by  the  violence  which 
the  contraction  f:»f  the  bladder  always  exerts  upon  a 
foreign  body  within  its  cavity.  Usually  these  growths 
are  coarse  and  luxuriant^  and  nearly  always  firmer  in 
consistence,  the  villi  are  stunted  and  buried  in  epithelium* 
They  are  always  pedicled. 

The  following  examples  will  bear  out  these  statements  : 

Mr.  L — t  «et.  40,  was  brought  to  me  by  Mr.  C,  Harrison^  with  a 
diagnosis  of  villous  growth.  For  two  years  he  had  suSered  from  an 
impeded  urination  and  from  a  continuous  weight  and  hearing  down 
in  the  genitals,  with  a  pain  during  urination  in  the  ingolnal  regions, 
inner  side  of  thighs^  and  the  penis.  He  had*  moreover,  a  frequent 
desire  to  nrinate,  and  impeded  stream*  After  two  years  of  these 
symptoms  a  profuse  hematuria  appeared,  which  became  so  alarming 
that  I  performed  supra-pubic  cystotomy  at  an  hour's  notice^  and 
remoTed  a  coarse  rillous  papilloma,  which  was  pedicled  to  the  right 
ureteric  area.    It  filled  a  six- ounce  measnre^glass. 
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Mr.  B — ,  set,  32,  who  was  Bent  me  by  Dr.  Alex  Turner,  of  Plymouth* 
Thia  patient  noticed  the  flow  of  urine  suddenly  checked  before  he 
bad  Eni&bed  micturition.  In  five  months  he  began  to  suffer  frora 
impeiious  desire,  und  his  trouBera  often  received  an  involuntarj 
discharge  of  urine.  He  was  Bounded  for  &tone,  and  immediately  a 
profuse  haematuria  enBued,  which  became  intermittent.  I  removed 
aapra-pubically  a  villous  papilloma,  the  Bize  of  a  small  tangerine 
orange ;  it  waa  pedicled  to  the  right  ureteric  area. 

Mrs.  P— *  Thifl  lady,  mi.  56,  was  sent  to  me  by  Dr.  Lloyd  Jones. 
Two  years  before  blood  appeamd  she  noticed  the  stream  of  urine 
suddenly  stop,  and  that  when  she  shifted  her  position  by  rising  from 
the  stool  the  urine  commenced  to  flow.  The  hsematnria  was 
started  by  a  severe  attack  of  bronchitis,  I  removed  a  chestnnt- 
eized,  villous  papilloma,  which  was  pedicled  to  the  left  uretei'ic 
orifice. 

{b}  In  the  second  small  group  of  atypical  growtta  the 
Byraptoms  commence  with  irritability  of  the  bladder, 
penile  pain,  and  a  little  bloody  symptoms  which  resemble 
those  of  early  vesical  tabercle  or  stone.  They  arise 
either  in  the  sessile  or  pedicled  irarietyj  and  appear  to 
depend  on  slight  basal  cystitis  around  the  tumour. 

Mr.  G— ,  aet.  50,  was  brought  to  me  by  Dr.  George  Flower  of 

YeoviL  Sis  years  prior  to  mj  removing  a  small»  tufted,  sessile, 
villous  papilloma  from  the  right  ureteric  area,  he  was  seized  with  u 
continual  desire  to  urinate  after  muscular  exertion,  a  little  blood 
being  passed  at  the  end  of  the  act.  These  attacks  were  very 
transient,  thotigh  they  recnn'cd  on  over-exertion. 

Mr.  H — ,  »t.  50,  sent  by  Dr»  01a.rke*  Two  years  prior  to  my 
removing  a  ^.g-shaped  and  sized  villous  papilloma  from  the  right 
ureteric  area  he  had  transient  tjttacks  of  vesical  in-itability  and 
penile  pain.  He  had  hajuiorrhage  after  the  bladder  was  sounded 
and  '*  sucked  **  for  a  supposed  calculus. 


ELECTEIC-UGHT   CYSTOSCOPY.  27*7 


Clinical  Suvimary  of  the  Usual  Form  of  Villous  Fapilloma- 
tous  Di^ase, 

Villous  papilloma  of  the  bladder  is  tlie  direct  result  of 
a  disordered  renal  fuoctioo,  co*existing  with  a  tendency 
to  wart  formation^*  that  is  to  say^  papilloma  of  the 
bladder  would  be  rarely  met  with  were  it  not  that 
irritatitig  urine  from  the  kidney  streams  over  the  ureteric 
orifice  and  excites  papillomatous  growth  in  its  neighbour- 
hood. 

At  first  the  only  symptom  is  the  appearance  of  blood 
at  the  end  of  the  stream,  or  mixed  with  the  urine  j  but  aa 
time  goes  on  the  loss  may  become  so  profuse  as  to  en- 
danger life  directly^  or  to  lay  the  patient  open  to  serious 
intercurrent  disease.  As  the  tnmoar  enlarges  a  renal 
ache  may  be  noticed,  and  an  impediment  offered  to  the 
act  of  urination.  The  kidney  ache,  which  is  evoked  by 
ascending  inflammatory  changes,  with  or  without  back- 
pressure distension,  forms  a  guide  to  the  position  of  the 
papilloma ;  at  the  same  time  it  should  serve  to  warn  the 
practitioner  of  the  danger  of  exciting  cystitis. 

Impeded  urination  is  due  to  the  villous  papilloma  float- 
ing into  and  obstructing  the  urethral  orifice »  It  invariably 
leads  to  the  accumulation  of  residual  urine.  Hence  this 
symptom  is  a  contra-indication  to  vesical  irrigation.  Small 
inflammatory  foci  iu  the  papilloma  base  cause  slight  local 
inflammation  of  the  adjacent  bladder  wall^  and  transient 
attacks  of  frequency  and  urethral  pain  ensue.  Finally, 
cystitis  supervenes,  and  the  highway  to  the  kidney  having 
been  already  laid  open,  renal  symptoms  are  added  to  the 
clinical  picture.  These  confuse  the  diagnosis,  complicate 
the  disease,  and  in  time  terminate  the  life  of  the  patient. 

*  The  patient  often  bat  entaDeont  warta  either  hard  or  toft. 
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The  QrfESTiox  of  Opehativk  Iktekficrekck. 

A  few  words  upon  tlie  necessity  or  the  advisability  of 
operating  upon  a  villous  papilloma  may  be  added  to  the 
brief  foregoing  sketch  of  the  cystoscopy  and  life-history 
of  such  tumours.  And  first,  it  is  wise  to  ask  what  sym- 
ptoms force  the  operator  to  interfere,  perniitting  of  neither 
hesitation  nor  delay  ? 

I  hold  that  the  following  symptoms  indicate  that 
operation  is  a  necessity. 

1.  Long 'Continued  J  Severe  SsevwiThage. 

Operation  is  here  a  life-saving  procedure.  It  may  be» 
perhapSj  considered  as  useless  to  interfere  with  a  patient 
who  has  been  bleeding  continuously  and  freely  for  weeks, 
eveu  months ;  to  operate  when  the  patient  is  bleached, 
listless,  and  breathless  on  any  exertion  ;  still  more  useless, 
it  may  be  contended,  to  do  bo  supra-pubic  ally  when  the 
patient  faints  on  being  raised  in  bed.  But  it  is  not  so. 
I  have  operated  on  many  such,  and  it  is  the  only  means  of 
saving  life,  for  drugs  are  useless  in  such  prolonged  liasmor- 
rhage*  It  is  remarkable  how  well  such  a  patient  takes 
the  ansesthetic,  and  how  quickly  he  recovers  once  the 
bleeding  has  been  arrested.  But  this  cannot  be  affirmed 
of  the  patients  who  are  suffering  from  malignant  growth. 
In  this  the  patient  is  weighted  with  an  exhausting  disease 
as  well  as  blood-loss. 


2.   Pronounced  *'  ofie^Mdnttf  acheJ^ 

This  symptom  is  a  distinct,  though  not  an  immediate, 
indication  that  the  source  of  irritation  should  be  removed. 
The  ache  will  probably  not  subside  on  the  removal  of  the 
growth^ — in  fact  it  may  not  disappear  for  months  after. 
The  kidney  ache  itself  can  sometimes  be  cured  by  making 
an  incision  in  the  loin,  and  by  freeing  the  kidney  in  its 
fatty  capsule. 
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I  interpret  this  riglitly  or  wroogly  as  point iog  to  the 
drag  upon  a  sensitive  kidney  by  surface  adhesions,  these 
latter  being  induced  by  inOamniation  travelling  from  the 
ureteric  orifice  to  the  renal  pelvis,  and  from  the  renal  pelvis 
to  the  cortex, 

3-  Impeded  Urination. 

This  symptom,  especially  if  it  is  accompanied  by  pain  in 
the  kidney  on  straining  to  micturate,  demands  supra-pubic 
removal  of  the  growth.  It  should  not  be  palliated  by 
means  of  the  catheter.  Delay  and  catheterisation  merely 
induce  pyelitis  of  a  type  which  can  nerer  be  cured  without 
nephrectomy. 

A  Condition  Unfavourable  to  Operative  Measures, 

Pjfelitis, — Symptoms  of  pyelitis,  though  they  do  not 
contra- indicate  operation,  are  always  grave  evidences  of 
renal  deterioration  and  sngceptibility,  Co-existing  pyelitis 
demands  the  strictest  asepticism  in  operating,  the  greatest 
ji^entleness  and  exactness  in  removing  the  growth  and  its 
base,  and  the  most  complete  and  somewhat  prolonged 
drainage  of  the  bladder  after  the  operation.  If  these 
provisions  are  not  ensured,  a  fatality  at  the  end  of  the 
third  week  may  be  expected.  I  lost  fonr  patients  in  my 
first  6fty  operations  (Cases  4,  11,  20,  29),  all  from  renal 
complication  ;  two,  I  am  grieved  to  say,  I  trace  to  the 
direct  result  of  insufficient  drainage.  With  knowledge 
acquired  from  these,  I  have,  however,  lost  only  nine  in 
one  hundred  and  thirty-five  removals  of  all  forms  of 
growth  (page  317). 

The  AdvUahility  of  Operation* 

But  presuming  the  operator  is  not  forced  to  operate  by 
(iuch  urgent  symptoms,  what  advice  should  he  give  to  a 
patient  suffering  from  villous  papilloma  ?  Much  will 
depend  on  the  cystoscopy*      If  the  papilloma  is  stalked. 
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if  the  ureteric  orifice  is  seen  to  be  narrowed  and  inflamed, 
I  hold  that  operation  is  indicated.  If,  on  the  other  hand^ 
Ae  growth  is  small  and  sessile  and  well  away  from  the 
ureteric  orifice,  it  is  better  to  re-examine  *  in  six  months* 
time  and  note  the  rate  of  increase,  and  whether  seedlings 
or  splashes  are  forming  aronnd,  rather  than  to  operate. 

It  is  interesting  to  note  that  these  small  Tillous 
papillomata  are  often  apparently  controlled,  both  as 
regards  their  increase  in  size  and  the  symptoms  they 
evoke,  by  careful  regulation  of  the  diet,  by  altering  the 
character  of  the  urine,  and  (?)  by  sleep  posture,  I 
generally  place  the  patient  on  a  dietnry  as  free  from 
meat  as  is  consistent  with  his  occupation  and  health, 
strictly  forbidding  fruits  causing  the  output  of  oxalates 
(rhubarb,  pears,  etc.).  Boiled  water,  rain  water,  distiOed 
water,  Salutaris,  Pluralis,  Malvern  water  are  advised 
rather  than  the  ordinary  drinking  water.  Every  morning 
ji  tumblerful  of  Contrexville  or  Vittel  water  should  be 
taken  half  an  hour  before  breakfast  and  the  same  at 
bedtime.  If  the  papilloma  springs  from  one  ureteric 
orifice  I  suggest  that  the  patient  should  sleep  on  the 
opposite  side.  If  the  growth  is  on  the  posterior  wall, 
a  side  position  should  be  adopted* 

•  Alwsji  with  tbe  game  fall  bladder,  the  tame  elevation  of  pelritp  and  tlie 
dame  magnifying'  power  of  the  cyitoscopic  tube. 
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NoTi  upoM  TWO  Elehints  of  Doubt  in  the  Diagnosis  and 
Peoonosis  of  the  Bknign  Villous  Papilloma. 

The  eystoscopist  who  aims  at  accuracy  in  diagnosis  and 
prognosis  must  always  carefully  reckon  with  two  errors 
wtich  may  creep  into  liis  appreciation  of  the  character  of 
some  of  the  cases  of  appareutly  benign  villous  papillomata. 
^Fhe  first  is  the  chance  of  a  gradual  malfgoant  transforms^ 
tion  of  the  stalk  or  base  of  a  beuigu  papilloma.  The 
second,  the  co-existence  of  benign  papillomata  with  carci- 
noma either  of  the  bladder  or  kidney. 

(a)    The  Gradual  Transformation  of  a  Be^iign  Papilloma 
into  a  M*digiiant  Papilloma. 

I  cannot  say  that  this  will  be  freqnently  encountered. 
Our  present  knowledge  of  these  growths  is  as  yet  too 
immature  and  the  chances  of  error  are  too  great*  to  per* 
mit  of  any  dogmatic  statement  as  to  the  probability  of 
such  a  change  taking  place  in  any  given  case;  still  less 
of  the  frequency  with  which  such  a  change  may  be  ex- 
pected. Ctises^  however,  occur  which  point  to  such  a 
transformation,  and  we  have  the  well-known  clinical  ana- 
logy of  papillomata  of  the  skin  taking  on  malignant  action. 
Although  vilhis-covered  malignant  papillomata  are 
usoally  more  iudolent  in  their  growth  than  other  forms 
of  malignant  disease  of  the  bkdder,  yet  I  have  met  with 
cases  eventually  proving  to  be  the  former  disease  which 
have  been  marked  by  symptoms  extending  over  twenty 
years.  This  prolonged  life  forces  me  to  suspect  that  the 
papillomata  were  at  first  benign,  but  that  blfldder-fret 
combined  with  a  marked  carciooraatous  predisposition 
gradually  transformed  them  into  malignant  growths. 
Thus  : 

Dr.  Mitonej  brongbt  me  a  gentleman  gnU  44,  who  had  suffered 
from  symptom  less  bsemataria  for  twenty-two  years  before  coming 
under  my  ubBervation.  He  had  bad  intermissions — being  in  perfect 
urinary  health  for  so  long  a  period  as  ten  years  in  one  interval,  and 
four  yeurs  in  another. 

*  Cf.  Aatlutr,  *  Ttimonri  of  the  Urinarj  Bkdder/  p.  67. 
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Fcmr  years  prior  to  his  <2y«to&copy  his  stream  became  blocked, 
obviously  by  growth  occluding  the  vesical  orifice,  and  the  difficulty 
in  urination  culminated  in  retention,  for  which  the  catheter  wa^ 
VLsed.  Cystitis  ensued,  but  partially  subsided  ;  it  recurred,  and  ut 
tbe  foui'th  attack  paiii  in  the  kft  kidney  supervened.  I  removed. 
Bupra-pubieallyj  a  large,  walnut-sized,  broad -pedi el ed,  villous  papil- 
loraa  from  tbe  left  ureteric  area,  and  another  and  smaller  from  the 
right  ureteric  area.  The  bases  were  succulent,  and  Mr,  Targett 
reported  they  showed  malignant  character.  He  recovered ;  but  the 
growth  returned,  and  he  eventually  died  uremic. 

A  few  other  cases  incline  me  to  believe  that  the  stalks 
or  bases  of  those  which  seem  to  take  on  malignant  action 
thicken  and  shorten,  nntil  the  entire  growth  becomes 
subsessile,  or  absolutely  sessile  {cf*  Figs.  87,  SB). 

(b)    Tlie  Co-emstence  of  Benign  Papillomata  with  Carcinoma 
of  the  Bladder  or  Kidaeij, 

I  have  shown  from  museum  specimens  that  certain 
epitheliomata  of  the  bladder  are  able  so  to  irritate  the 
surrounding  healthy  vesical  surface  that  pure  or  benign 
papillomata  spring  up.*  My  cystoscopic  and  clinica) 
knowledge  corroborates  this  fact,  which  renders  it  a  serious 
source  of  error  in  settling  the  question  as  to  whether  any 
given  multiple  growth  is  ivorth  while  removing. 

As  an  example,  Fig.  86  represents  a  bladder  which  I 
removed  from  a  male  patient  aged  58.  *'  Above  the  right 
ureteric  orifice  is  a  benign  villous  papilloma  with  some 
chronic  inflammatory  change,  but  it  offers  no  evidence  of 
malignant  disease.  Around  it  is  a  dense  villous  epi- 
thelioma (squamous-celled),  a  i^'ariety  which  is  not  that 
which  one  would  expect  to  be  due  to  malignant  trans- 
formation of  a  papilloma'^  (Mr.  Targett's  report). 

Again,  some  renal  carcinomata  give  rise  to  benign 
papilloma  at  the  orifice  of  the  ureter  of  the  diseased 
kidney,  or  at  the  vesical  orifice  of  the  urethra.  I  have  met 
w^th  cases  in  pntctice.  I  need  hardly  say  how  puzzling 
such  are,  for  the  reul  source  of  tlie  trouble  is  overlooked.'h 

•  »  Path.  Trang.,'  Fehrwnry,  1888. 

t  Cf.  Aiitlior, '  Tmiioars  of  the  Uriimrj  Bladder/  p.  12. 


KLECTRIC-LiGHT    CYSTOSCOPY* 


283 


A  good  example  is  in  the  Royal  College  of  Surgeons* 
Maseum  {Spec.  3691),  A  small,  soft,  semi-transparent 
papilloma  is  seen  attached  hy  a  narrow  pedicle  to  the 
neck  o£  the  bladder,  immediately  above  the  orifice  of  the 
urethra.      One  end  of  the  right  kidney  was  occupied  by 

Fi9.  m. 


a  round  mass  of  soft,  spongy  substance,  which  micro- 
scopically was  proved  to  be  cancer.  Judging  from  analogy 
of  various  similar  eases  the  papilloma  had  been  called 
into  existence  by  the  irritation  of  discharges  from  the 
carcinomatous  kidney. 


CHAPTER  XV. 

VJXLUS-COVERKD    MALIGNANT    GROWTHS    (pAPlLLlFEliOUS 
CAKCrNOMA), 

On  examining  the  cystoscopy  of  villas-covered  malig- 
nant growth Sj  and  on  analysing  their  clinical  and  operative 
histories,  we  cannot  avoid  the  inference  that  they  form 
;iu  intermediate  class  between  benign  papilloma  on  the 
on©  hand,  and  malignant  infiltrating  i^^rowtli  on  the  other. 
They  resemble  the  former  in  their  comparative  indolency 
and  in  their  superficial  structures  when  they  are  in  their 
earlier  stages,  whilst  they  are  akin  to  the  latter  in  tlieir 
basal  tissues  when  far  advanced. 

The  Marroscopy  :  Visual  and  Tactih  Ohservaiio^is,' — 
Cystoscopy  of  a  pronounced  villus-covered  carcinoma 
shows  the  growth  to  be  covered  with  villi,  perhaps  more 
stunted  and  more  succulent  in  character  *  than  those 
which  clothe  the  benign  papilloma*  Moreover,  the  pro- 
portion of  those  tumours  which  appear  hald  of  villi t — 
those  in  which  the  villi  are  present,  but  greatly  covered 
in  by  an  exuberant  epithelial  layer — \^  greater  in  this 
group  than  in  the  benign  (18  per  cent,  as  against  8  per 
cent.).  Single  tumours  iilso  are  more  rarely  met  with  in 
operations  upon  this  tumour  than  in  the  purely  benign 
(65   per   cent,    as   against    92   per   cent.).     In   fact^  the 

*  I  fttn  here  aHudiDg  to  primary  growths*  When  a  growtli  has  cxiiied  for 
tonne  time  it  U  verj  liftble  to  proiloce  ftccondary  Rplashes  and  growths,  whicb 
are  often  clothed  with  villi  of  preitt  tenuity  and  besaty* 

t  Compare  clinical  note  on  p.  256. 
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character  of  the  class  is  towards  multiplicity^  a  condi- 
tion which  becomes  more  and  more  pronounced  as  time 
goes  on.  Thus,  in  mnseum  work  on  what  may  be  termed 
completed  cases,  sucli  tumoars  are  very  freqEently 
miiltiplej  whilst  in  patients  wlio  have  been  operated  npon 
the  recnrrence  is  invariably  in  the  shape  of  a  multiple 
growth. 

Again,  the  tumour  or  tumours  are  more  often  sessile 
than  in  the  benign  group  (53  per  cent,  as  against  28  per 
cent.),  and  when  pedicled,  as  they  are  in  47  per  cent,  of  my 
operation  cases^  they  are  noted  as  having  had  '^  thick,'' 
"  dense/'  "  stont/'  *^  short  '*  pedicles,  or  to  have  been 
broadly  inserted — descriptions  which  denote  the  gradual 
increase  in  the  stulk  from  malignant  interpenetration* 
Filially,  in  the  sessile  group,  small  clear,  grape-like  bodies 
maybe  noticed  at  the  growing  edge  of  the  patch.  These 
are  distended  glands,  a  condition  which,  rightly  or 
wrongly,  I  look  upon  as  being  evidence  of  deep  infiltra- 
tion. 

These  growths  also  affect  the  ureteric  areas^  the  right 
being,  perhaps,  the  more  often  the  site  of  the  original 
tumour. 

The  rectal  examination  of  the  bladder  base  is  often 
quite  negative  for  the  first  two  or  three  years.  In 
fact  there  is  very  rarely  any  definite  hardening  due  to 
infiltration  until  quite  towards  the  end  of  the  case. 
The  clinician  will  probably  note  there  is  a  feeling  of 
bladder  fulness,  or  think  he  is  touching  an  hypertrophied 
muscular  wall,  hut  he  wilt  not  detect  that  hard  cake-like 
induration  so  characteristic  of  the  infilti^ting  group  of 
▼esical  cancer.  The  same  remarks  hold  good  as  regards 
vaginal  examination. 

The  prostate  in  men,  about  or  over  sixtyj  whose  bladders 
contain  a  villus-covered  cancer  will  be  noted  to  be  often 
tougher,  harder,  and  smaller  than  natural;  but  whether  this 
is  due  to  propinquity  of  the  growth,  or  other  well-known 
changes  which  occur  at  this  age,  I  cannot  say.  It  is  not 
due  to  infiltration  of  the  disease.    I  have  been  inclined  to 


^ 
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believe  that  a  succulent  enlarged   '*  senile  ^^  prostate   is 
I'arely  met  with  when  villus-covered  cancer  is  present. 


Fte.  87. 


A  vHlus-covered  carrmouiit,  stiowiiig  the  abort  villoua  pro- 
cesses, tlie  tbiek  in6Hratcd  submucoufi  tissue^  ntid  tbc 
liypertropbied  In6lti-«tml  inuscutar  layers. 

Should  supra-pubic  cystotomy  permit  of  a  direct  exa- 
mination of  the  growth  by  means  of  the  fiugerj  two  condi- 
tions will  be  noted.  The  tumours  will  be  found  either  to 
be  in  the  form  of  spongy,  oneven^  sessile  masses  (Fig.  87) 

Fio.  88, 


A  viUoQa  pApillomii  with  n  tbu?k  c»rcinomatODS  base  (mnligtiArit 
liHpilloina)* 
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or  as  spongy  growths  with  thick  short  pedicles  (Fig,  88), 
and  an  area  of  hardness  arouod  the  site  of  implan- 
tation. 

When  such  tumours  spring  from  the  posterior  wall 
they  may  attain  a  remarkable  size,  the  pedicle  being 
broad  and  succulent.      Fig,  89  is  a  good  exumple  of  this 

Fig.  89. 


Btftdder  vnt  down  the  front  and  tamed  back  like  an  open  book, 
to  show  a  vUlui-covered  cjirciuoiiin  apriu^iDg  from  the  posterior 
w>ilL  (Note  the  deep  iufiltnition  of  the  wall  at  the  baie.) 
(University  College  iluseom,  1475*) 

fact,     Several  of  the  largest  tumours  I  have  removed, 
averaging  from  {  lb.  to  1  lb.,  were  of  this  class. 

The  Clinical  History  of  a  Villus-covered  Malifjnant 
Growth. 

L   The  First  or  Latent  Stage  calls  for  no  remark. 

2,  The  Second  or  Hmmaturial  Stage. — ^The  onset  sym- 
ptom of  a  vill US-covered  malignant  growth  is  usual ty 
hadmaturiaj  and  the  haemorrhage  ia  strikingly  like  that 
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noticed  as  revealing  the  existence  of  a  benign  papilloma. 
Herein  lies  the  first  grent  difficulty  in  distiogaisliing  on 
clinical  grounds  between  the  two  diseases. 

The  bleeding  nsually  commences  between  the  ages  of 
50  and  60,*  a  little  later  in  life  than  is  noticed  as  marking 
the  benign  type. 

Nor  can  any  cause  be  usually  assigned  as  a  reason  for 
the  hasmorrbage,  ouly  a  possible  traumatic  connection 
occurring  in  about  4  per  cent,  of  the  cases.  The  onset 
bleeding,  moreover,  is  very  rarely  profuse,  and  if  it  is 
severe  it  is  generally  traceable  to  some  unusual  strain  or 
indirect  violence. 

Generally  it  is  slight,  easily  controlled,  subsiding  in 
two  or  three  days,  recurring,  as  in  cases  of  benign  papil- 
loma, spontaneously,  and  continuing  intermittently  with 
increasing  severity  and  increasing  obstinacy  until  the 
stage  of  cystitis  is  reached,  or  until  the  bladder  is  irri- 
gated and  cystitis  is  induced  artificially  by  catheter 
infection*  The  hsemorrhage  than  subsides  to  a  great 
extent. 

Renal  Pain  and  Stream  Impediment* — ^Villus-covered 
malignant  growth  evinces  a  marked  tendency  to  grow 
around  and  occlude  the  orifice  of  the  ureter f  or  urethra, 
and  thus  cause  in  the  course  of  time,  though  by  a  difife- 
rent  mechanical  force,  that  renal  pain  and  stream  ob- 
struction to  which  attention  has  been  called  under  the 
head  of  papilloma.  It  is,  however,  rare  to  notice  these 
symptoms  early  in  the  history  of  the  case. 

The  duration  of  the  haamaturial  stage  is  very  variable, 
nor  can  it  be  accurately  determined^  because  this  class 
includes  cases  which  have  probably  commenced  as  benign 

•  Age  at  onset  of  bfematuna  in  Tillus-covcred  mnligiimit  growthi : 
Before      30  .„         ...       5  p^-r  cent.       Between  60  and  59  ...     38  per  cent. 
Between  30  and  39  ,..     16         „                  „         60  and  69..,     18         „ 
40iiTid49...     21         „  After        70 2 

t  It  is  not  oncoramon  in  remcjviiig"  Imtifiant  growth  from  the  Qri»tencftrea 
to  find  ft  chttonel  running  through  the  entire  thickufss  of  the  m»««,  Mr. 
Targe tt  mggfstA  that  thin  channel  ii  tli«  mucout  men] bran*  of  the  ureter 
iteelf  everted. 
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growths,  but  which  subsequently  hare  taken  on  mikligDant 
action.  Thus  the  hiematurial  stage  is  noted  in  indi- 
vidoal  eases  as  continuing  for  six,  seveD^  nine,  ten, 
twelve,  fifteen,  even  twentj-two  years.  Putting  these 
exceptional  cases  on  one  side,  the  deration  mav  be  con- 
sidered on  an  average  to  be  about  three  years.  Many, 
however,  run  through  their  second  stage  within  the  two 
years. 

Two  prominent  causes  apparently  curtail  the  duration 
of  this  stage  ;  one  is  an  initial  traumatisnij  the  other 
early  catheter  infection. 

The  Injfuence  of  Traumatism  upon  the  Ssemahivial 
Stage, 

It  will  be  noticed  that  when  the  initial  hsDmorrhage 
is  profuse  it  is  usually  traceable  to  indirect  violence* 
Probably  the  surface  of  the  soft  growth  is  split,  and  the 
resulting  changes  iodnce  a  stage  of  subacute  inflamma- 
tion. Superadded  then  to  the  hsematuria  are  those 
symptoms  which  indicate  cystitis.     As  an  example  : 

Dr.  Hajnes  Lc>vell  sent  me  a  patient,  tet.  43,  who  fire  years  before 
had  Uked  a  heavy  landau  carriage  imd  **  strained  himself."  Half 
au  hour  later  he  passed  a  quantity  of  bright  blood  and  clot.  He 
had  intense  djsnria  at  once.  The  blood  ceased  in  a  fortnight,  hnt 
the  vesical  irritabilitj  continued,  and  three  or  four  dajs  later  he 
experienced  a  post- scrotal  pain  of  eome  severity.  The  stream 
became  smaJL  He  bad  right  renal  pain,  and  passed  two  stnall 
phosphatic  stones  like  split  peas.  A  quack  diagnosed  stricture,  and 
*'  sprajed  ^*  him  for  eight  or  nine  months,  to  the  increase  of  his 
sufferings. 

When  I  nsLxr  him  he  was  breathless  and  bloodless.  He  smelt 
urinoofi*  had  incontinence  in  his  sleep,  and  great  frequencj  of 
mictnriiion  when  awake.  He  had  constant  suffering  in  his  anoa, 
penia,  and  light  kidney. 

On  examination  the  prostate  wafl  small  and  free ;  there  was  no 
cake-like  infiltration,  bnt  the  bladder  felt ''  full.**  Cjstosc^jpicallj 
a  maaa  of  Tillua-oovered  growth  contd  be  seen  on  the  right  base. 
In  order  to  reliere  him  I  performed  supra-pubic  drainage,  taking  the 
opportunitj  of  examining  with  the  finger.     Masses  of  soft  spong/ 

20 
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Tilloua  epithelioma  could  he  felt  entirely  suiToonding   the   right 
ui-eteric  and  the  urethral  orifice.     All  over  the  poeterior  and  leftj 
lateml  walla  were  secondary  elevations  of  vaiTing  sizes  of  amottth 
epithelioma   (?  contact  growth).     He  was  greatly  relieved,  and  I 
heard  that  he  died  five  months  after. 

The  Injlueuce  of  Irrigation  upon  the  Hsemainrtal  Stage, 

Washing  out  the  bladder — a  manceuvre  most  suitable 
and  most  valuable  for  the  stage  of  cystitis^ — is  here  un- 
called for,  and  merely  induces,  and  therefore  anticipates,  , 
that  inflammatory  period  which  is  so  detrimental   to  the  I 
health  and  activity  of  the  patient. 

I  have  no  hesitation  in  asserting  that  when  once  this 
stage  has  set  in^  the  luxuriance  of  the  growth  becomes 
marked ;  the  supra-pubic  wound,  if  operation  is  subse- 
quently undertaken,  closes  much  more  slowly,  and  often 
imperfectly  ;  the  recurrence  of  the  growths  after  removal 
is  infinitely  f[uicker  ;  the  sufferings  of  the  patient  are 
greater,  and  the  duration  of  life  is  greatly  curtailed. 
Irrigation  then  in  the  hmmaturial  stage  is  the  worst 
possible  policy. 

The  Third  Stage,  or  Siage  of  Cifstitis, — ^The  symptoms 
of  this  stage  differ  somewhat  from  that  noticed  in  the 
benign  papillomata.  There  is  of  ten  the  same  obstruction 
to  the  stream,  due  to  the  encroachment  of  the  bladder 
orifice  by  the  growth,  the  same  straining  to  overcome  it, 
the  same  frequent  micturition,  and  probably  the  same 
penile  pain.  The  same  one -sided  renal  pain  froui  back- 
pressure and  pyelitis,  with  the  occasional  passage  of 
phosphatic  grit  from  one  renal  pelvis. 

But,  in  addition,  there  is  also  that  gradual  loss  of 
weighty  which  is  not  due  to  blood.  There  are  certain 
renal  symptoms  which  develop  early  the  thirst,  perhaps 
sickness,  and  the  mai^ked  failure  of  strength.  Moreover, 
there  are  those  severe  symptoms  which  are  due  to  the 
filling  up  of  the  vesical  cavity  and  to  the  infiltration  of 

•  CauBttB  asaigHi^d :  Lifting  a  heavy  weight,  Bhifting  wcighti,  a  fan  Btrtiddle- 
wise,  liurrying  to  catch  a  train»  severe  tneiita)  shoclc,  etc. 
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mciscle  layers  beneath  the  growth.  Chief  among  the 
former  is  formation  of  phospbatic  crnsfcs  which  fret  and 
irritate  the  bladder^  exaggerate  the  cystitis,  and  acoentaate 
the  sofferings  of  the  patient.  Prominent  among  the 
latter  is  that  distressing^  often  agonising^  spasm  of  the 
irritated  muscle  tissue.  Finally^  if  the  patient  does  not 
succumb  soon  enoughj  those  symptoms  induced  by 
secondary  deposits  are  superadded. 

Typical  Cases  of  Villus-cavered  Malignant  Disease, 

Case  1,--J.  P— ,  »t,  60,  under  Br,  J,  H,  Keay^  of  Colne, 
Lancashire,  I  was  called  May  2ad,  1893,  to  this  gentleman,  who 
bad  had  during  the  last  year  three  separate  attacks  of  profuse 
bfeinotThage,  each  of  which  had  been  the  direct  result  of  some 
indirect  Tiolence*  On  each  occasion  the  loss  was  very  great  and 
difficult  to  arrest.  There  was  no  frequency ;  no  pain.  When  I 
saw  him  he  was  bleached  and  listless.  The  bleeding  was  alarming. 
There  was  no  vesical  irritability  or  pain.  His  pulse  was  very  soft. 
On  obtaining  leave  to  operate  I  cystoscoped,  and  discovered  a 
villus-covered  epithelioma,  about  the  size  of  a  waLout;  it  was 
situated  on  the  left  side  of  the  base.  I  hesitated  io  the  enfeebled 
state  of  the  patient  to  do  supi-a-pubic  cystotomy,  but  performed 
perineal  section,  and  removed  the  growth  with  long  forceps.  The 
^3ore  or  base  was  left. 

I  have  only  been  forced  to  use  the  perineal  ronte  three  times  on 
account  of  profuse  biEmorrbage  and  profound  shock.  It  has  very 
little  to  recommend  it.  With  increased  experience  I  prefer  supra- 
pubic cystotomy. 

The  bleeding  was  checked  in  a  few  hours,  and  he  was  in  the 
country  in  five  weeks,  being  up  and  about  at  the  end  of  the  third 
week, 

Fim  manths  after  the  operation  he  passed  a  clot,  then  blood,  but 
was  in  *'  better  weight  and  physical  bealtb  than  he  bad  ever  been  in 
bis  life.'*  At  the  end  of  ten  months  tbe  bsemorrhage  was  severe 
enough  to  necessitate  interference,  and  supra-pubic  cystotomy  was 
performed  on  Maixb  17th,  1B94,  the  growth  being  removed  as 
thoroughly  as  possible.  Subsef^uently  he  had  pain  in  the  left 
kidney,  and  fi¥e  attacks  of  left  renal  colic  in  June,  but  there  was  no 
fever  or  dry  tongue.  He  became  emaciated.  The  bladder  symptoms 
gmduiiUy  returned;  pain  was  subdued  by  morphia;  the  rectum 
became  involved,  and  drowsiness  and  coma  ensued. 
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He  died  cud  of  November.  1894,  eight  and  a  half  months  after  the 
mifira-pubic  cystotomy. 

Oase  2. — E.  L — ,  set.  53,  was   sent  to   me  by  Dr.  Kennedy,  of 

PlaUtow. 

Onftei. — Three  mouths  before  I  saw  this  patient  he  was  in  perfect 
health.  One  tnoiiiing  at  that  date  be  passed  blood  at  the  end  of 
niictiirition*  He  noted  that  at  the  commencement  of  the  stream 
tbe  urine  waa  natural,  but  it  wus  bnght  red  at  the  finish.  In  two 
daya'  time  the  bleeding  ceased.  There  was  neither  frequency  nor 
pain.  A  fortnight  after,  dark  red  bli;>od  appeared  intimately  mixed 
with  the  urine.  This  lasted  twro  days.  It  again  censed,  and  again 
recurred.  The  hajinaturia  was  throughout  symptomless.  Prostate 
&mall  and  firm,  not  hard-     Vesical  wall  not  infiltrated. 

Bktamination.—  CjstOBCopj,  Bladder  held  ten  ounces  easily.  The 
nmcons  membrane  was  healthy  except  over  the  right  ureteric 
orifice.  Here  a  heavily  stalked  succulent  gi'owth,  the  size  of  about 
half  a  walnut,  was  found.  Covering  its  surface  were  browniab 
necrotic  (P)  villi.  Its  character  was  that  of  an  epithelioma.  The 
prostate  was  a  little  dense  to  traverse  with  the  cystoscope  ;  but  the 
blrudder  base  was  non -infiltrated. 

Operation.— In  the  hopes  of  removing  this  with  the  mucous  mem- 
hi  anc  1  pel  formed  supra- pubic  cystotomy.  It  was  easily  removed 
thixiugh  the  caisson,  and  the  haemorrhage  checked  with  an  applioa- 
tiau  of  iron.     Healed  rapidly. 

Ml*.  Tarfi:ett  reported  the  specimen  to  be  a  villus  ^covered  malig- 
UiU it  growth. 

8ix  months  after  the  operation  he  came  to  me  complaining  of 
pain  iu  his  t-i^ht  leg,  of  pain  in  the  glans  penis  after  micturition, 
with  shooting  pain  in  the  rectum.  The  stream  was  shot  out  three 
ar  four  feet  at  first,  but  it  dribbled  down  quickly,  aiid  it  needed  a 
prolonged  effort  to  finish.  Frequency  every  two  hours.  Two  days 
biter  the  right  leg  swelled  up,  apparently  from  plugging  of  the 
femoral  veiiK  I  at  once  examined  for  rectal  infiltration,  and  found 
tlic  right  side  of  the  prostate  and  the  adjomiag  base  of  the  bladder 
were  fuged  and  like  a  stone  in  hardness.  It  was  so  thickened,  and 
the  swelling  projected  backwards  so  greatly,  that  I  could  not  get 
my  finger  over  it.  The  cedema  of  the  leg  subsided,  but  his  vesico- 
rectal pain  increased;  the  supra-pubic  scar  opened  and  urine,  muco- 
puB»  and  1)1  ood  were  ejected  from  it  and  from  the  urethra  every 
half  hour,  with  intolerable  pain.  He  died  ninu  months  after  thfr 
operation. 
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Notes  on  Attfpical  Cases. 

In  describing  the  most  usual  clinical  history  of  villus- 
covered  carcinoma,  I  have  alluded  to  the  onset  symptom 
as  being  hsematuria.  As  in  the  beuigo  group,  so  in  this, 
there  are  of  course  exceptions  to  this  rule.  lo  15  per 
cent,  of  the  cases  the  first  symptoms  %vere  irritability  of 
the  bladder  and  some  penile  pain,  blood  occurring  later. 
With  these  onset  symptoms  the  growth  was  found  some- 
what more  akin  to  iotiltrating  carcinoma^  in  that  the 
tumour  was  longh  and  its  base  was  hard,  and  a  little 
cystitis  had  occurred  in  its  neighbourhood • 

lUustration, — J,  M — ,  Sit.  60.  Two  years  before  the  cystoscopy  he 
began  to  have  frecjucncy  and  a  little  pain  in  the  glans  on  urination. 
The  stream  was  good.  Three  mrmthe  later  he  pasijed  bright  red 
blood.  The  haemorrhage  ceased  and  recurred.  A  sefisiie  tiIIub- 
covered  growth  was  found  post -tiigon ally.  There  was  evidenoe  of 
eurface  infiltration.  I  removed  ii  sopra-piihically,  and  it  was 
reported  to  be  a  very  vascular  villous  ear^^inoma,     (Targett.) 

But  in  10  per  cent,  an  impeded  stream  formed  the 
onset  symptom,  wnd  in  these  a  pedicled  growth  fell  on  the 
neck  of  the  bladder  and  blocked  the  orifice,  the  tumour 
being  tough  enough  to  grow  to  the  requisite  size  before 
its  surface  became  eroded. 

lUugiratioii.^^B,.  J—,  ajt.  41.  Eighteen  tnonths  before  the  cystoci* 
copy  he  began  to  experience  a  difficnlty  in  urination.  After  starting 
water  it  stopped.  Frequency  ensued*  especially  during  the  nij^bt. 
Pain  appeared  in  the  rectum  at  the  commencement  of  the  act,  and 
in  the  glans  after  the  act.  Bleeding  also  appeared.  At  first  it  was 
slight,  and  afterwards  became  sevei*e,  with  clots  like  thick  fingers. 
For  twelve  months  he  has  had  incontinence  of  ninnc  at  night  at 
intervals.  He  has  lost  ticsh  the  last  few  weeks, — one  and  a  half 
stone.  He  is  thirsty  and  anremio.  Frequency  every  half  hour  day 
and  night.  Orine  1005»  actd.  The  bajae  of  the  bladder  feels  thick 
and  *'  filled  '*  with  a  hardish  oi'ange-shaped  mass. 

C^Honcoinj. — A  smooth  growth  on  right  side ;  it  was  removed  supra - 
piibically,  and  filled  a  2-oz.  measure.  Targett  describe*!  it  as  a 
•*  vitloHK  carcinoma.'^ 

Indicaiimis  for  Opcraiire  Removal, — These  had  better 
be  discussed  later  (p.  320). 


CHAPTER    XVI. 


bald"  haliokant  growth. 


It  is  neither  the  object,  nor  is  it  within  the  scope  of  this 
short  cliuical  study,  to  describe  the  clinical  features  of  the 
rarei-  forms  of  m align atit  disease  of  the  bladder.  The 
Biircomata  in  childhood  and  the  adult,  the  acute  carcino- 
mata  which  acquire  an  eDormous  size  in  a  few  weeks, 
malignant  growth  arising  in  a  diverticulum  of  the  bladder, 
— ^such  and  like  rarities  are  so  seldom  encountered  that 
they  may  be  considered  pathological  curiosities^  and 
special  treatises  should  be  consulted  if  information  is 
required  concerning  them.  This  chapter  contains  a  brief 
consideration  of  the  early  stages  of  what  is  commonly 
known  as  "  cancer^^  of  the  bladder,  and  of  that  group 
which  is  '^  bald''  or  not  covered  with  villous  processes. 

"  Bald  '*  growth  will  be  found  to  differ  remarkably  from 
villus-covered  malignant  growth  in  the  cliaracter  of  its 
onset  symptoms,  in  the  rapidity  of  its  course,  and  in  the 
small  chance  offered  by  operation  for  its  relief,  Why  this 
accident  of  a  covering  should  split  off  two  forms  of  malig- 
nant disease  is  not  apparent.  There  is  no  doubt  in  my 
mind,  however,  that  this  point  of  cystoscopic  difference 
should  neither  be  overlooked  nor  under-estimated. 

Bald  Epiihelioma, — When  epithelioma  attacks  the 
mucous  raembraoe  of  the  bladder  its  energy  is  generally 
expended  in  one  of  two  directions.  Either  it  mpidly 
interpenetrates  the  wall  of  the  bladder,  infiltrating  it  early 
and  deepl}'^  or  its  activity  falls  upon  the  surface  and  is 
displayed  in  tumour  formation,  and  under  this  latter  condi- 
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tion  it  is  not  until  a  later  period  that  the  deeper  structures 
of  the  wall  are  implicated  by  exteosive  downgrowth. 

Tbe  following  two  equal-sized  photographs  will  ilkistrafce 
this  statement.  Fig.  90  represents  a  squamous  epithe- 
lioma from  Guy^s  Museum  (Spec*  1794),  arising  from  the 


Flat  ptttcb  of  iniltrating  tqnamoa*  epithelioiOA. 
(Guy'i  Mo»eiini.  No.  1794.) 


left  ureteric  area  of  a  man.  It  has  eaten  deeply  into  the 
fiubjacent  wall,  its  vesical  surface  being  flat  and  necrotic. 
Fig*  91  represents  a  typical  squamous-celled  epithe- 
liomatouB  tumour  arising  from  the  posterior  wall  of  the 
bladder.      The  mass  appears  to  have  been  very  vascular. 
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and  its  anterior  iiud  lower  part  is  soft  and  broken.      The 
history  was  only  of  six  months'  duration. 

Now  BE  the  former  class — the  infiltrating  group — are 
the  more  common,  and  as  the  invasion  can  often  be  easily 
detected  by  rectal  examination  at  an  early  stage  of   the 


Fdi.  9L 


A  lixgo  squamoat  e^iitlielioitiatous  tumour  Iroin  posterior  wkU  of  bUdder. 
{R.C.S.  Mti?enin,  No.  3703,) 


diseasGj  and  as,  when  infiltration  is  discovered^  it  settles 
the  diagnosis  and  prohibits  all  instrDmeDtation,  I  venture 
ti*  allude  to  this  feature  in  detail  before  discnssing  the 
cystoscopy  and  clinical  aspects  of  either  group.  There 
is  also  a  pitfall  in  the  rectal  examination  of  the  other 
group — of  the  tnmour-forming  epitheliomata,  which  ahonH 
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be  alluded  to.      It  consists  in  the  apparent  burial   of  the 
prostate  by  a  large  intra- vesical  soft  growth. 


NoTB  OH  Rectal  Examination  jk  Maugnaxt  Disbask. 

Infiliratioa  of  Wall — Bnriat  of  the  Prostate — 
PfOiiaiO'-vesieal  Cuirass. 

Injiliration  of  the  Vesical  WalL — I  have  mentioned 
already  *  that  a  rectal  exatninatiou  should  always  precede 
a  cystoscopy,  and  that  the  utmost  gentleness  should  be 
exercised  in  conducting  the  exploration.  Any  rough 
pressure  upon  the  base  of  a  bladder  involved  by  carcinoma 
may  bruise  or  even  break  the  cake-like  deposit  of  hard 
growth;  and  induce  hsemorrlmge  and  cystitis. 

The  patient^  having  emptied  his  bladder  and  knelt 
upon  a  couch  or  bed  with  his  forehead  as  close  to  his 
knees  as  possible^  takes  a  deep  breath  and  holds  it  for  a 
few  seconds  during  the  examination.  These  manoeuvres 
force  the  bladder  base  towards  the  pelvic  outlet  and 
render  a  wider  exploration  easier  and  more  possible. 

The  position  most  often  affected  by  infiltrating  carci- 
nomata  is  the  posterior  surface  of  the  bladder.  This  cor- 
responds to  the  post-trigonal  area  (Fig.  02).  The  finger 
discovers  this  region  immediately  behind  the  prostate  ; 
probably  in  every  case  it  is  accessible,  for  there  are 
grounds  for  believing  that  the  prostate  is  rarely  enlarged 
in  vesical  carcinomata.  The  difference  between  the  thin, 
supple,  and  depressible  post -trigonal  wall  of  health,  and 
the  thick,  resistent,  cake-like  condition  it  assumes  when 
the  musculature  is  infiltrated  by  carcinoma,  is  so  marked 
and  soappreciiible  as  hardly  to  merit  descriptiont  (Fig.  93). 

•  Kale  2,  p.  243. 

t  There  U  a  distinct  difBcultj  iu  elimmatiDg'  tenite  toberculoeit  of  tb« 
Tttiele,  but  thii  conditiou  is  extremelj  rru-e,  I  need  not  remind  roy  reader 
that  tbe  reticle*  lie  more  to  the  side;  that  tliey  are  not  very  diitinctlj  felt 
•ven  in  health,  itill  leta  are  they  distingiiiabable  at  the  age  when  Teiic^l 
emrcinoma  ariaea  (Circ,  at.  GO),  for  atropby  has  set  in ;  thut  if  felt  and 
apongj  they  are  only  encouutered  in  the  jonng  adult,  and  then  it  it  an 
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Moreovefj  light  pressure  on  the  iuduration  evokes  pain, 
and  this  is  referred  to  those  areas  in  which  pain  is  habitu- 
ally felt  by  the  patient.  Its  most  typical  development  is 
in  carcinoma  ot  the  base  of  the  female  bladder.  The 
entire  surface  of  the  vesico- vaginal  septum  feels  trans- 
formed into  a  stiff,  nodular j  thickish  plate^  often  like  the 


Ff  6.  02. 


Finger  detectiog  irifiltrntion  of  the  posterior  wuil  of  tho  bludder  from 
growth  ipreodiiig  over  poet-trigonal  area. 


cuirass  cancer  of  the  female  breast.  If  the  post-trigonal 
area  is  felt  lissom,  the  finger  must  be  carried  higher 
along  the  course  of  the  ureters  and  across  the  superior  or 
intestinal  wall.  Lastly,  the  patient  is  examined  bimano- 
ally  in  the  supine  position,  and  if  possible  under  ether. 
How  soon   may   infiltration  be  noted   after  the  onset 

evidence  of  bluck  of  tUe  duct.  If  tbej  are  hard  and  denie  in  the  yotiog 
adult  tbey  arta  probably  tiiberculoua.  Cf,  Author,  **  The  Kectal  Contour  of  m. 
Thotiiand  Pro*tatei/'  *  Brit.  Med.  Journ./  February  18tb,  IBIQ^,  p,  395. 
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of  bladder  symptoms  ?  I  have  several  times  found  well- 
tnarked  infiltration  within  two  months  of  the  commence- 
ment of  the  bladder  sympt-oms — in  many  it  can  be  detected 


Fio-  93. 


Soft  #pberoiclal-celled  carcinoma  (^rtin»ry)  aftectiiiif  base  {RX\S. 
Mtifteam,  No.  3707).  A  vertical  section  of  a  bladder  and  rectum. 
The  provtate  and  lower  pnrt  of  the  bladder  are  occupied  by  a 
■olid  ffrow'th,  wbicli  bat  infiltrated  the  neighbouring  »truetnre«, 
exteadiii^  forwurdsaloDgr  the  corpon.  cmvemora  of  the  penis,  with* 
oat  inrading  the  urethra,  thougb  it  obitracted  that  catial  by 
pmatire. 

ifo/tf  htf  Mr.  J.  Tartjeii. — The  prottate  U  onuffected.  Growth  it 
primary  tn  bladder.  U  Appears  to  be  a  very  toft,  ipheroid)«l- 
celled  carcinoma. 
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within  six  montlis — in  50  per  cent,  infiltration  was  appa- 
rent before  the  end  of  the  first  ye&Vj  and  in  82  per  cent, 
before  the  end  of  the  second  veai\ 


A  Possihle  Error  in  Proguojting  the  route  of  the  Extension 
of  ihe  DLsea»e, 

Rule,— Judge  oi  the  route  of  probable  extension  by  The 
pain,  not  by  the  pomtion  of  the  hardness  in  the  vesical  wall. 

Infiltration  of  the  base  tends  to  snrronnd  the  orifices 
of  the  bladder— the  ureteric  and  urethral-  Usually  it  is 
most  pronounced  at  one  ureteric  onfice.  The  vesical 
part  of  this  canal  becomes  gradually  throttled,  and  pain 
due  to  distension  of  the  renal  pelvis  is  felt  in  the  corre- 
sponding kidney.  Pain  in  the  left  groin  and  down  the 
inside  of  the  thigh  gf  the  same  side  appears  almost 
coincidently. 

Now  in  my  earlier  cases  I  was  accustomed  to  point 
out  which  kidney  would  first  become  affected.  I  took  as 
uiy  guide  that  side  on  %vhich  I  felt  the  mass  must 
pronounced,  believing  that  the  greater  the  mass  of  growth 
uround  an  ureter,  the  sooner  would  that  channel  become 
strangled. 

This  is  not  always  accurate  in  the  absence  of  a  cystos- 
t'opy  of  the  ureteric  orifices,  for  a  more  exuberant  growth 
may  sometimes  be  felt  per  redum  on  one  side,  ^vhilst  on 
the  other  it  is  throttling  the  ureter  more  decidedly  by  a 
less  extensive,  less  feelable>  but  more  deeply-extending 
deposit.  It  is,  perhaps,  safer  to  wait  for  the  clinical  sym- 
ptom of  renal  pain. 

As  an  example  I  may  allude  to  the  case  of  a  lady  under 
Dr.  James  Jardine,  of  Kichmoud,  The  finger  encountered  a 
hard  protuberant  cake  of  carcinoma  in  the  vesico- vaginal 
.septum.  This  was  very  massy  on  tlie  right  side,  whilst  only 
a  small  tongue  of  growth  could  be  felt  around  the  left 
ureteric  channel  as  it  entered  the  bladder;  but  the  small 
iifrowth  on  the  left  side  was  the  more  dangerous  for  the 
|iatient  complained  bitterly  of  left  renal,  left  groin,  and 
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lefr  inoer  thigli  pain.  Tlie  left  kidney  was  moveable 
udtI  not  enlargetL 

Nor  should  tlie  size  of  the  ingaiDal  glands  be  considered 
as  a  givide  to  the  side  on  which  the  disease  is  progressing 
fastest  towards  the  kidney,  for  the  glands  of  one  groin 
ratiy  be  shotty  and  involved,  but  the  pain  may  be  felt  at 
the  pubic  spine,  the  inner  side  of  thigh,  and  sciatic  of 
the  opposite  side.  It  is  best,  here  also,  to  trust  to  the 
indication  which  pain  presents  of  the  track  of  the  disease. 

The  following  axioms  may  be  accepted  : 

L  The  greater  number  of  cases  of  bald  malignant 
growth  affect  the  lower  third  of  the  bladder  and  infiltrate 
the  base  early  (70  per  cent,). 

2.  Absence  of  infiltration  does  not  mean  absence  of 
carcinooia;  it  indicates  only  that  the  growth,  if  present^ 
has  not  extended  through  the  muscle  layers  ;  and  if  the 
symptoms  have  been  over  two  years  in  existence,  it  proves 
that  the  growth  is  indolent. 

;^.  Deposit  of  hard  carcinoma  in  a  ring  round  the  vesical 
orifice  is  not  detectable  2>er  rectum  in  its  early  stages. 
A  vertical  stream  and  furious  bleeding  on  gentle  instro* 
mentation  are  better  indications  for  hard  growth  placed 
around  the  neck  of  the  bladder  than  rectal  examination. 

4,  The  side  on  which  the  pain  is  first  felt  is  the  indi- 
cation of  the  line  along  which  the  growth  is  extending. 

5.  V^esical  growth  very  rarely  attacks  and  induratea 
the  prostate,  but  hard  prostatic  carcinoma  tends  to  break 
into  the  blndder. 

Burial  of  tJie  Prostate, — Large  and  soft  vesica)  growths 
fill  the  bladder  and  depress  the  post-trigonal  area,  and 
thus  obscure  the  outlines  of  the  prostate. 

Occasional  1y  it  will  happen,  when  a  large  vesical  growth 
occupies  the  bladder,  that  the  finger  will  encounter  an 
enormous  mass  in  the  region  of  the  prostate,  and  that 
this  gland  will  be  supposed  to  be  malignant.  It  should 
be  remembered  that  very  large  soft  growths  of  the  mucous 
membrane  may  so  occupy  the  cavity  of  the  viscus  that 
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they  are  literally  pressed  into  the  post-trigonal  area^  and 
overlap  the  posterior  edge  of  the  prostate  ;  in  fact,  in 
some  cases  burying  it  almost  entirely  (Fig.  94). 

Fm,  94. 


"  Burinl  of  the  prostate  **  by  large  vesical  growth,  to  that  on  rectal 
exam  ID  at  ion  the  limitationa  of  the  prostate  are  lo«t  in  an  uniform 
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Thus  Mr,  J.  Cashin,  of  Southsea,  sent  me  a  patient  in 
whom  I  could  detect  no  prostate  at  all,  merely  a  hu^, 
soft,  evenmassj  occupying  the  position  of  that  gland,  and 
extending  as  far  upwards  as  the  finger  could  reach. 
Moreover,  I  could  feel  the  bladder  above  the  pubea 
extending  half-way  up  to  the  umbilicus.  This  disappear- 
ance of  the  prostate  wns  evidently  not  due  to  the  pressure 
of  residual  urine,  for  I  emptied  the  bladder  of  two  ounces 
(its  Dtmost  capacity)  by  catheter  before  the  rectal  exa- 
mination. 

On  supra-pubic  cystotomy  I  found  my  finger  in  a  cavity 
like  a  uterus  containing  the  head  of  a  child.  I  could 
sweep  my  finger  between  the  large  growth  and  the  wall, 
and  was  able  tin  ally  to  locate  a  pedicle  near  the  right 
ureteric  area.  I  then  tore  out,  piecemeal,  a  soft  carcinoma 
weighing  three  quarters  of  a  pound  avoirdupois.   After  this 
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the  prostate  wag  found  small^  and  tlie  posterior  wall  soft 
and  lissom.  Patient  was  soandly  healed  by  the  third 
week- 

ProstaiO'Veifical  Cuirass, — A  burial  of  the  prostate  by 
a  large  re  move  able  vesical  growth  is  simalated  slightly 
by  a  prostatic  carcinotna  bursting  through  its  capsule 
posteriorly  on  to  the  back  of  the  bladder  and  transforming 
the  entire  region  which  can  be  explored  by  the  finger  in 
the  rectum  into  a  projecting  irregular  stony  mass  of 
cancer.*  Of  coarse  such  a  condition  negatives  any  but 
soft  instruments. 


Cluucal  Sketch  of  the  Two  Forvs  of  "  Bald  " 
Epithelioma. 

(a)  The  Earhj  Infiltrating  Group,  and  (e)  the  Tumour-form- 
ing Group  which  Infiltrates  Later  (cf.  Figs.  90,  91). 

I  believe  that  the  early  infiltrating  epithelioma  will  be 
met  with  much  oftener  than  the  tuberous  or  tumour- 
forming  epithelioma.  In  my  own  work  84  per  ceot.  were 
of  the  early  infiltrating  type,  and  a  questionable  1 6  per  cent. 
formed  masses  of  soft  epitheliomaj  which  projected  into 
and  encroached  upon  the  capacity  of  the  bladder. 

(a)  The  Early  Infiltrating  Epithelioma. — Although  I 
make  it  a  rule  to  avoid  cystoscopy,  or,  indeed,  any  instru- 
mentation if  definite  infiltration  is  found  on  rectal  exa- 
mination, yet  cases  of  this  disease  have  frequently  pre- 
sented themselves  for  diagnosis  in  the  very  early  stages, 
before  invasion  had  become  apparent  to  the  finger,  and 
from  these  I  have  gained  some  knowledge  of  the  earlier 
appearances  of  the  infiltrating  group.  Months  after,  many 
of  these  cases  were  found  to  have  become  infiltrated. 

*  Cf.  Author,  *'  A  Clinical  Study  of  Primary  MftligQAnt  Dlfcftse  of  tbc 
ProfUtt  QUod^*' '  Edin.  Med.  Journ,/  July.  1899. 
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Cystoscopy. — ^In  the  very  earliest  period  the  cystoscopic 
diagnosis  of  thia  class  is  often  very  difficult.  For  in- 
stance— 

A  woman  was  sent  to  me  in  1891  bj  Br.  Wealclej.  of  Forest 
Gate,  with  a  three  month e'  history  of  cystitis.  The  capacity  of  the 
bladder  was  four  ounces.  The  postero-siiperior  and  lateral  walls 
had  lost  their  sheen »  and  were  covered  with  a  delicate  but  distinct 
layer  of  mucus.  The  lower  third  of  the  bladder  was  distinctly 
altered.  There  was  a  patch  of  mucons  membrane  near  the  left 
ureteric  orifice  which  was  swollen  and  inflamed,  and  covered  with  a 
white  phosphatic  debris.  **  It  is  difficult/'  I  wrote  in  the  hospital 
notes,  **  to  distinguish  this  from  commencing  epithelioma  of  the 
infiltrating  type,  but  by  turaing  the  prism  over  on  to  its  edge  I  see 
the  border  of  the  patch  clearly.  It  has  neither  an  upraised  edge 
nor  any  rolled  border;  its  surface  is  not  eroded,  I  believe,  there- 
fore, that  it  is  a  patch  of  inflamed  mucous  membrane,  irritated  by 
the  decomposing  urine  which  is  retained  in  a  cystocelic  depreasion 
which  one  can  see  at  this  part." 

In  May,  1894,  two  years  after  this  examination,  she  returned  to 
see  me.  The  vaginal  roof  was  infiltrated  with  malignant  growth, 
and  the  patient^s  life  for  the  intervening  two  years  had,  I  learnt, 
been  a  period  of  constant  and  severe  sufiering.  Nothing  waa 
attempted.     She  died  on  August  23rd,  1894. 

If  the  cystoscopy  is  undertaken  before  the  onset  of 
cystitis  the  capacity  of  the  bladder  will  be  found  some* 
what  diminished^  but  the  greater  part  of  the  sarface  will 
be  of  a  shining  white,  and  the  light  will  therefore  be 
abundant.  In  front  of  one  or  other  ureter,  often  encroach* 
ing  on  the  trigone  and  creeping  over  its  posterior  edge, 
will  be  seen  a  hald^  irregular,  nod n far  growth  of  a  dull 
red  colour,  similar  to  that  of  the  inside  of  the  mouth.  It 
starts  out  in  vivid  contrast  to  the  white  colour  of  the 
posterior  wall. 

Three  features  may  strike  the  observer.  In  the  first 
place,  the  absolute  sessility  of  the  growth ;  then,  its  low 
elevation^  the  edge  sloping  off  on  to  the  adjacent  healthy 
tnembrane  ;  but  more  i^triking  than  these  two  a^^pects  will 
be  the  cyst-like  bodies  which  guard  the  edges  or  stand 
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oat  in  crops  from  the  surface.  I  find  many  expressions 
in  mj  notes  which  are  intended  to  cariy  some  recollection 
of  these  little  bodies.  Thus,  *' cyst-like  bodies,  like  a 
congenital  cystic  kidney  in  miniature,  fringed  one  side  of 
edge  of  the  growth  " — "  many  clear  grapes  in  miniature  " 
— "  a  double  row  of  clear  vesicles  like  miniature  ranulro  " 
— "  clear  gelatinous  nodules  " — "  myxomatous  finger- 
tips ''  (I  have  endeavoured  to  represent  the  condition  in 
Plate  VI,  fig.  2).  They  are  not  solely  characteristic  of 
growth.  I  have  seen  them  at  the  edge  of  tuberculous 
lesions,  and  regard  them  as  evidences  of  lymphatic  or 
glandular  obstruction  (cf.  page  120). 

Once  the  surface  has  ulcerated,  and  it  does  so  very  early 
in  its  clinical  life,  its  aspect  changes.  The  colour  be- 
comes more  or  less  white  in  parts ;  thin  films  of  mucus 
enwrap  it;  lizard  skin  cracks  radiate  here  and  there 
across  the  lobules.  These  cracks  become  filled  with  white 
phosphate  of  lime,  and  even  a  lobule  or  a  group  of  lobules 
may  be  covered  and  concealed  by  a  thick  concave  crust  of 
greyish  lime  phosphate.  This  crust  being  loosened  by 
ulcerative  change  falls  on  to  the  post-trigonal  area,  is 
swept  away  with  the  urine  and  passed.  It  should  be 
recognised  as  an  ulcer  crust.* 

Meanwhile  cystitis  has  altered  the  character  of  the 
bladder  surface  generally.  It  is  dull,  of  a  deep  red,  it 
absorbs  the  light.  Often  the  thick  rugae  of  the  mucous 
membrane  are  tinged  with  blood,  or  smeared  with  mucus 
tracks  as  if  a  snail  had  crossed  them,  or  they  are  plastered 
with  white  phosphatic  deposit  as  if  a  lime  wash  brush  has 
been  swept  across  them. 

(b)  The  Tumour-forming  Group  which  Infiltrates  later. 
— Should  the  growth  be  so  situated  on  the  posterior  or 
superior  wall  (intestinal  wall),  or  even  on  the  lateral  wall, 

*  I  have  often  known  these  cap-criuU»  and  tliote  flat  crosU  whicb  are 
common  to  all  forms  of  nlceration,  whether  simple,  tnbercnloos,  or  malignant, 
to  raise  a  saspicion  of  stone,  and  to  subject  the  patient  to  freqnent  and 
severe  soundings. 

21 
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as  to  be  well  away  from  the  region  o£  the  neck  of  the 
bladdei'j  the  tendencj  to  indoleucy  and  to  localisation  is 
greater,  and  the  reseDtnient  to  instrumental  interference 
is  less.  Its  chance  of  pednncalation  is  greater  aud 
therefore  its  life  is  longer.  The  reasons  are  obvious,  for 
the  growth  is  away  from  the  orifice  of  the  bladder.  Now 
the  neck  of  the  bladder  is  a  forcing-house  for  growth* 
The  tissues  are  less  lux,  and  are  therefore  easily  traversed 
by  invading  growth.  The  blood-snpply  is  abundant,  aud 
is  frequently  augmented  by  the  congestion  of  the  strain- 
ing efforts  made  voluntarily  or  iDVoluntarily  by  the 
patient  to  evacuate  the  viscus.  But  there  is  a  8ti!l  more 
potent  hotbed  factor  in  the  bladder  neck.  All  irritating 
substances  in  the  bladder  precipitate  towards  the  neck — 
the  acrid  pus,  the  products  of  decomposition,  all  septic 
orgauisms  and  their  toxins, — all  these  chemically  in-itate 
and  accelerate  the  growth.  Hence  it  will  be  found  that 
when  the  tumour  is  situated  away  from  this  fertile  area 
it  has  a  different  aspect  and  clinical  history,  and  probably 
possesses  a  longer  life. 

Visually  and  digitally  two  forms  are  met  with  which 
fall  into  the  category  of  tumour- forming  epithelioma, 
the  one  (a)  tough  and  operative  and  offering  a  chance 
of  some  alleviation ;  the  other  {b)  soft  and  partially 
removeable,  it  is  true,  but  permitting  of  no  real  benefit 
to  accrue  from  the  procedure, 

(a)    The  Tonghsuperjicial  Growth  ;   that  ickifh  repays 
Oiyerattou, 

This,  in  its  earliest  stage  looks  like  a  hard  chancre. 
It  is  usually  behind  the  ureteric  line.  It  appears  as  a  baldj 
sessile,  uneven  plaque  slightly  raised  above  the  surface, 
varying  in  size  from  a  threepenny  bit  to  a  shilling.  Parts 
of  it  are  distinctly  nodular.  It  is  rarely  of  a  reddish  colour 
in  its  entirety.  Here  and  there  a  tag  or  filament  shows 
that  an  edge  or  patch  is  ulcerated,  whilst  a  sprinkling  of 
white  or  grey  phosphate  of  lime  denotes  that  destruction 
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is  in  progress.  The  area  around  the  apraised  edge  may, 
as  in  other  carcinomata^  show  clear  cyst-like  bodies,^ 
evidences,  I  believe,  of  deeper  change  glneing  the  surface 
growth  to  the  submucous  layer.  The  neighbouring  ureteric 
ori6ce  is  often  swollen  and  pouting.  If  the  finger  is  intro- 
dnced  at  this  stage  the  plaque  will  be  found  hard  and  defi- 
nitely localised,  and  remarkably  moveable  on  the  subjacent 
layers.  It  can  then  be  completely  cut  away  with  a  sweep 
of  the  knife  or  scissors.  Of  course  it  recurs,  and  usually 
within  a  year  to  a  year  and  a  half.  If  it  is  situated  higher 
up  on  the  intestinal  wall  it  gradually  glues  the  layers 
together  until  it  reaches  the  peritoneum.  At  this  stage  it 
can  be  removed  by  resection  of  all  the  coats  of  the  bladder, 
including  the  peritoneum.  As  a  rule  such  growths  are 
tough,  indolent,  and  isolated,  and  repay  removal.*  It  may 
be  that  the  epitheliomatous  ulcer  which  I  have  specially 
described  on  page  212  is  merely  a  stage  of  this  hard- 
surface  chancre-like  growth,  the  centre  becoming  cupped 
by  surface  ulceration  and  interstitial  contraction. 

(b)   The  Softer  Tumour  ;  Partially  Removable  by  Operation, 
but  Rapidly  Recurrent. 

The  softer  form  of  tumour  formed  by  bald  epithelioma 
is  also  more  often  found  arising  from  the  posterior  wall 
behind  the  ureteric  line.  It  is  generally  subsessile,  but 
may  be  thickly  pedicled  (3  per  cent.).  Visually  it  appears 
as  a  rounded  mass,  which  varies  in  size  from  a  walnut  to 
that  of  a  Tangerine  orange.  Its  colour  is  white  or  greyish- 
white  ;  generally  here  and  there  are  cracks  like  those  seen 
in  dried  putty  ;  fibres,  or  clumps  of  fibres,  hang  from  the 
sui*face,  the  result  of  maceration  and  necrosis,  but  there 
are  no  villous  processes.  The  mucous  membrane  around 
is  always  red,  gelatinous,  and  mucus-smeared.  It  is  often 
possible  to  remove  such  a  growth  by  '' morcellement,*' 
the  tumour  tearing  like  a  turnip  with  very  little  bleeding  ; 
but  nearly  always  a  thin  base  formed  by  the  submucous 
*  Cf .  examples  of  removal  of  inch,  p.  823. 
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and  nnmcle  layers  glued  together  hy  infilferatioii  will  be  left 
llfhtsd,  and  froin  this  the  growth  will  quieklj  recur. 

OccaiiionaUf  septicitjr  softens  the  tamoar,  and  pieces 
iloagh  crff  aod  lie  loose  in  the  bladder.  These  nay  de-^ 
ceire  the  eystotcopint^  forlhey  siniDlate  multiple  depcwits. 

In  some  eases  a  very  carions  feature  will  be  encoiuitered^ 
a  eondttirjti  which  I  do  not  remember  to  hare  seen  noticed 
in  the  literatare.  It  i^  the  manner  in  which  some  of  the 
softer  varieties  of  growth  spread  orer  the  bladder  snr&oe* 
Inataid  of  growing  out  into  the  viscus  like  a  tamip, 
some  oirer*mn  and  over-spread  the  entire  surface  of  the 
base  with  a  thin  leaf-like  layer  of  soft  carcinoma,  so  that 
the  finger  can  be  insinaated  beneath  the  leaf-like  growth 
and  peel  it  off  with  ease.  This  mantle  of  overgrowth  is 
not  apparently  dependent  on  sackers  dropped  from  the 
ander  surface,  as  one  would  be  inclined  to  expect.  It 
suggests  that  soft  outrunners  have  been  flattened  by 
nrine  pressure  against  the  walK 

CuiflCAL  HrSTOEY    OF    THE    EaULY   iKriLTRATINO    AND    THE 
TuMOUR-FOftMINO  EPITHELIOMATA, 

Any  attempt  to  separate  these  two  classes  by  their  onset 
symptoriiH  breaks  down  at  once.  Both  may  start  with 
hatjmatitrifi,  for  much  depends  on  the  softness  of  the  surface 
change*  Tfie  stages,  therefore,  are  the  same  as  those 
remfirk^'d  in  the  benign  and  the  villus-covered  growths^ 
— a  latent  stage,  a  stage  of  haematuria,  and  a  stage  of 
cystitis.  This  is  contrary  to  the  accepted  teaching,  for  it 
IH  still  taught  that  in  cancer  of  the  bladder  hfemorrhage  is 
a  late  symptom,  an  error  which  I  pointed  out  in  1880.* 

*  From  the  time  of  Groti  (1876)  and  liiH  compeers  the  opmion  has  hten 
held  tbnt  hiciiiiituria  is  early  iii  benign  growtli  Hiid  Inte  in  cimcer.  It  is 
depreuiug;  to  uotice  how  uliivishly  such  statements  are  copied  and  recopted. 
Qrom,  in  tabulatiti^  epithelioma  and  benign  growth,  notes: 

Epithelioma.  Papiihxri/  Fibroma, 

Hntuorrhage   oeeiirs    in  75   ppr         Hn?niorrhage  of  constnnt  occtir- 

eftnt.  of  these  cases,  usually  as  a  late     rence»  and  often  at  outset  and  witli- 

ijmptotn,  out  obvious  cause. 

—Groat,  ■  D'leasef  of  the  Urinary  Bladder/  third  oditinn,  1876,  p.  146. 
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The  Latent  Stage. — This  stage  is  not  only  insidious^  bnt 
probably  more  pronounced  than  in  the  benign  group,  for 
we  often  find  extensive  infiltration  almost  as  soon  as  the 
onset  symptoms  appear  (cf.  page  298). 

The  Stage  of  Hsematuria, — The  age  at  which  the  onset 
symptom  most  often  occurs  is,  on  an  average,  half  a 
decade  higher  than  that  which  obtained  in  villus-covered 
cancer,  viz.  at  55 — 65.* 

Symptomless  hsematuria  appears  as  an  onset  symptom 
in  60  per  cent,  of  all  the  cases.  There  is  nothing  re- 
markable about  the  onset  of  the  haemorrhage  if  it  be 
spontaneous.  There  is  nothing  in  its  character  to  differ- 
entiate the  malignant  nature  of  the  growth  which  gives 
rise  to  it,  from  the  benign  character  of  the  simple  papil- 
loma which  causes  a  similar  loss.  It  usually  disappears 
in  a  few  days,  to  reappear  and  to  become  intermittent ; 
bnt  at  first  it  is  "  symptomless."  But  if  it  be  traumatic 
in  its  origin,  if  some  indirect  violence,  such  as  a  strain  in 
lifting  or  a  fall,  start  a  haemorrhage,  it  is  different.  Often 
an  explosion  of  symptoms  marks  the  traumatism  of  the 
growth — the  haemorrhage  is  severe,  and  it  is  followed  in 
a  few  hours  or  days  by  symptoms  of  cystitis — pain,  pus, 
irritability  of  the  bladder — points  which  I  shall  refer  to 
again  in  alluding  to  the  stage  of  cystitis. 

One  marked  feature  is  present,  and  this  stamps  the 
course  of  the  haemorrhage  of  spontaneous  origin  with  a 
suspicion  of  malignancy ;  it  is  the  rapidity  with  which 
other  vesical  symptoms  appear.  Within  three  months 
or  six  months  from  the  onset  of  haemorrhage,  half  the 
cases  have  entered  the  third  stage — the  stage  of  cystitis. 
The  only  exception  to  this  evidence  of  rapid  destruction 
of  growth  is  when  the  tumour  is  situated  well  away 
from  the  base,  on  the  posterior  wall,  or  on  the  superior 
(intestinal)  wall.      Here  a  malignant  growth  may  have  a 

•  Jrli.  35  to  44  =  10  per  cent,  of  the  cases. 
„    45  „  54  »=  30         „  „ 

„     55  „  65  s  48         „  „ 

„    66  „  72  =  12 
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lengthier  course,  taking  two  to  three  years  before  enteriag 
upon  the  third  stage  (cf.  page  305,  b).  Such,  however, 
are  rare,  and  only  form  4  per  cent,  of  the  cases. 

Two  rules  may  be  framed  : — *^  The  further  away  from 
the  bladder  neck,  the  more  the  surface  only  will  be  impli- 
cated, and  the  longer  will  be  the  duration  of  the  stage  of 
symptomless  hsematuria/'  Another  can  be  formulated 
thus  : — '^  The  softer  the  snrface  growth,  the  more  profuse 
the  hemorrhage  will  be,  but  the  less  pronounced  the  paio. 
The  denser  the  growth,  and  the  nearer  it  is  to  the  base 
of  the  bladder  the  less  the  hannorrhage  will  be,  but  the 
greater  the  pain," 

Pain. — Before  the  hsematnriid  stage  is  well  over, 
ominous  feigns  of  infiltration  appear,  in  the  form  of  fre- 
quency of  urination  and  pain.  Frequency  of  micturition 
denotes  that  an  area  of  the  bladder  surface  is  altered  and 
*'  stiff,"  and  that  it  thus  resents  the  stretching  of  ordinary 
distension*  There  will  alwajs  be  some  penile  pain  after 
urination  but  this  is  not  characteristic.  It  is  the  *^  con- 
stant  *^  pain  in  other  regions  which  is  independent  of 
micturition  which  affords  an  important  clue,  both  in  dia- 
gnosis and  prognosis.  The  practitioner  should,  therefore, 
be  on  the  alert  to  note  the  position  of  the  extra-urinary 
pain,  as  it  is  an  evidence  of  nerve  compression. 

It  will  be  frequently  observed  that  in  men  the  pain  is  at 
first  one-sided  :  one  side  of  the  supra-pubic  region,  the 
inner  side  of  one  thigh,  one  groin,  one  hip,  one  loin  (Pigs. 
95  and  96),  In  women  it  is  frequently  supra-pabic  ;  in 
fact  in  this  sex  pain  above  the  pubes  is  often  an  onset 
Byraptom. 

Now  these  unilateral  pains  point  to  the  position  of  the 
growth  ;  thus,  for  example,  right-  or  left-sided  supra-pubic 
pain  indicates  growth  starting  in  the  corresponding 
ureteric  area.  When  renal  pain  is  superadded,  it  may 
be  correctly  surmised  that  the  growth  is  extending  around 
the  ureteric  orifice  and  adjacent  channel. 

Inner  thigh  pain,  and  pain  in  the  obtnrator  nerve 
area  demonstrates  that  invasion  is  progressing  towards  the 
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prostatic  capsule^  and  affecting  the  lymphatic  glands  near 
or  at  the  point  where  the  obturator  nerve  leaves  the 
Inmbar  plexus — that  the  growth  has^  in  fact^  a  trigonal 


Fig.  96. 


Fig.  95. — Shaded  areas  mark  the  potitiont  of  pain  (renal,  pabic, 
ingninal,  obturator)  felt  in  the  advancing  ttaget  of  bard  carcinoma 
infiltrating  the  base  of  the  bladder. 

Fio.  96. — Shaded  areas  mark  the  positions  of  pain  (renal,  gluteal, 
and  sciatic)  felt  in  adrancing  stages  of  hard  carcinoma  infiltrat- 
ing the  base  of  the  bladder. 


or  a  circamtrigonal  situation.  With  this  is  associated, 
either  coincidentally  or  consecutively,  a  groin  pain,  from 
lymphatic  extension  to  this  region. 
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Hip  pain  (on  the  gluteal  region  above  the  trochanter) 
points  to  a  lateral  wall  extension. 

Sciatic  pains  point  to  a  secondary  deposit  in  the 
lymphatic  chains  around  the  sacro-sciatic  foramina  com- 
pressing tho  plexus. 

These  pains  indicate  infiltratioUj  and  are  irrespective  of 
those  other  pains,  such  as  perineeal  and  urethral,  which  are 
due  to  direct  pressure  of  the  growth  on  the  neck  upon 
vesical  contraction,  or  of  cystitis* 

It  is  impoi'taut  to  note  how  frequently  the  patient  is 
forced  into  the  *' painful  ''  stage  by  sounding,  or  even  by 
the  use  of  a  catheter,  employed  merely  to  test  for  residual 
urine.  Very  rarely,  indeed,  does  instrumentation,  except 
cystoscopy,  afford  the  slightest  in di cation  of  the  nature 
of  the  disease.  If  infiltration  can  be  detected  per  rectum, 
I  hold  that  the  employment  of  stiff  instruments  is  not 
only  un surgical,  but  evidence  of  culpable  carelessness. 

Atypical  Oiuet. 

A  amiill  proportion  of  cases  (30  per  cent.)  do  not  have 
the  onset  symptom  of  haemorrhage^  but  commence  their 
clinical  history  by  irritability  of  the  bladder,  and  supra- 
pubic  or  penile  pain^  irrespective  of  urination.  As  often 
as  not,  the  pain  appears  first,  either  as  a  burning, 
stabbing,  or  shooting  supra-pubic  and  groin  pain,  or  a 
wearing  pain  in  the  back,  and  the  irritability  of  the 
bladder  is  in  some  instances  the  result  of  the  patient 
passing  water  to  relieve  the  pain.  Hence,  two  clinical 
facta  are  salient  features  in  the  early  history  :  First,  the 
pain  is  extra-vesical,  that  is,  it  may  be  in  the  groin,  or 
inner  part  of  thigh,  as  well  as  in  situations  pointing  to 
the  bladder,  such  as  the  supra-pubic  region,  or  side  of 
penis,  or  perina&um. 

Secondly,  the  pain  is  constant,  not  dependent  for  its 
presence  or  accentuation  on  micturition — nay,  it  often  is 
at  first  relieyed  by  urination. 

There  is  nothing  much  to  be  said  about  the  frequency 
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of  mictarition  except  that  it  is  persistent^  that  it  occurs 
night  and  day  ;  that  it  is  not  accompanied  at  first  by 
symptoms  of  cystitis  (pas  in  the  nrine^  or  scalding  along 
the  urethra  or  glans  penis  after  urination)^  unless  the 
practitioner  passes  instruments ;  and  that  it  is  not  due  to 
residual  urine,  for  this  is  not  large,  3j  ^  5^i>  *  ^^^*  which 
is  suspicions  of  malignant  disease  in  itself. 

The  duration  of  this  initial  stage  is  variable,  often  it 
lasts  only  a  few  months,  but  the  third  and  characteristic 
symptom  appears  sooner  or  later  in  every  case,  namely 
haemorrhage. 

In  50  per  cent,  of  these  atypical  cases  haemorrhage 
commences  within  six  months  of  the  onset,  and  the 
intei-val  is  rarely  prolonged  beyond  the  year.  Moreover, 
it  is  noteworthy  that  with  the  appearance  of  the  blood 
the  extra-vesical  pain  diminishes,  but  the  frequency 
remains  the  same.  The  haemorrhage  which  occurs  late 
in  the  case  is  very  frequently  profuse. 

Sooner  or  later  the  third  stage,  that  of  cystitis,  is 
entered,  with  its  penile  pain  after  urination,  the  increased 
frequency  and  urgency  of  the  act,  the  muco-pus  in  urine, 
and  the  other  distressing  symptoms  inseparable  from  the 
disease. 

Note  on  Emaciation. 

Noticeable  loss  of  flesh  generally  appears  before  the 
cystitis.  It  may  occur  along  with  the  earlier  symptoms 
of  the  haematurial  stage,  and  it  then  may  be  partly  dne 
to  the  loss  of  blood  ;  or  it  may  appear  in  the  earlier 
periods  of  the  irritable  bladder  group,  and  be  caused 
partly  by  the  pain  and  broken  sleep ;  but  when  neither 
symptoms  are  marked,  it  is  significant  of  hard  carcinoma 
affecting  the  constitution  by  deteriorating  the  gastric  and 
intestinal  glands  (Samuel  Fenwick).* 

The  Third  Stage  of  Cystitis, — I  have  mentioned  that 
60  per  cent,  of  the  cases  enter  their  clinical  life  by 
presenting  the  symptom  of  painless  haemorrhage,  also 
*  *  Medico-Chirorgical  Tranractions*'  1S65. 
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that  when  iodiiced  violence  splits  the  surface  of  a  soft 
growth  J  not  only  hiemorrliage,  but  frequency  of  micturition 
and  the  penile  pain  of  cystitis,  eosue  ai  once  in  a  few 
instances.  In  other  words,  the  damage  evokes  id  a  few 
hours  an  inHammatory  condition  which  will  remain  until 
the  termination  of  life.  Not  only  does  the  rough  use  of 
a  catheter  or  sound  initiate  this  explosion,,  but  even  a 
hard  motion,  due  to  the  exhibition  of  iron-alum  or  other 
astringent,  may  produce  a  precisely  similar  result. 

Further,  a  certain  proportion  of  the  cases  (10  per 
cent.)  have  no  true  htematurial  stage  at  all,  but  plunge 
into  the  third  stage  at  once — blood,  frequency  of  mictu- 
rition, urethral  pain,  and  pus  in  the  urioej  all  being 
noticed  coincidentally, 

The  sufferings  in  the  third  stage  are  severe,  often  in* 
expressible.  They  are  in  direct  relation  to  the  hardvie^s 
of  the  growth.  The  miseries  of  cystitis,  of  retention,  of 
renal  obstruction,  of  growth  attacking  the  pelvic  organs, 
all  combine  to  form  a  picture  of  unrelievable  agony. 
When  the  growth  is  very  soft  and  rapid  some  suffer 
comparatively  little.  Even  though  the  bladder  becomes 
filled  with  soft  growth,  and  the  rectum  invaded  and 
semi-occluded,  yet  pain  is,  in  rare  instances,  quite  under 
the  control  of  morphia.  It  would  seem  as  if  the  sufferings 
in  some  cases  terminated  directly  the  nervous  and  mus- 
cular elements  of  the  bladder  are  transformed  into  soft 
carcinomatous  growth. 

Incontinence  of  urine  is  favourable,  in  that  when  the 
restless  energy  of  the  bladder  neck  ceases  the  local 
sufferings  dimvQish. 


Typical  cases. 

Early  infiliraiii^g  epHhelioma. — The  common  t^pe  (60  per  eenl.), — 
J*  S^,  aet.  41,  This  patient  whs  in  perfect  health  until  three 
months  prior  to  seeing  tne,  when  blood  suddenly  appeared  in 
the  urine.  It  was  sjmptotuless.  and  aabsided  in  two  day*.  A 
month  Inter  it  recuiTed.  Six  weeks  after  the  onset  a  slight  pwn 
occarred  in  his  rigUi  renal  region,  coincident  with  an  attack   of 
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bleeding.  Three  months  after  the  onset  he  had  another  bleedings 
bat  at  this  time  great  irritability  of  the  bladder  was  superadded, 
and  constant  pain  was  complained  of  in  the  right  kidney  and  right 
groin.  Lying  on  his  right  side  relieved  the  pain  in  the  right 
kidney.  The  prostate  was  small ;  a  hard  infiltrated  knot  could  be 
felt  behind  the  prostate  in  the  back  of  the  bladder,  a  little  to  the 
right  of  the  median  line.  The  diagnosis  I  gave  was  infiltrating 
carcinoma  pressing  on  the  right  ureteric  orifice  and  adjoining  tube, 
and  I  advised  that  it  should  be  left  alone.  A  surgical  confrere 
performed  supra-pubic  cystotomy,  kindly  inviting  me  to  be  present. 
A  hard  sessile  mass  of  epithelioma,  not  ulcerated,  surrounded  the 
right  ureteric  orifice.  This  was  attacked  with  forceps,  and  partially 
removed  piecemeal ;  it  cut  like  an  unripe  pear,  and  proved  micro- 
scopically to  be  epithelioma.  The  incision  never  healed.  I  heard 
that  another  operation  was  undertaken  two  months  after  to  empty 
the  bladder  of  a  large  fangating  mass,  and  that  the  patient  died 
three  days  later. 

lafiltrating  epithelioma  commencing  with  frequenaj  and  pain. — 
The  less  common  type  (30  per  ceiU.).— G— ,  set.  68.  Two  months 
before  seeing  me  he  began  to  pass  water  frequently,  and  was  also 
troubled  by  a  constant  pain  along  the  inner  side  of  the  left  thigh 
across  the  pubes  up  to  the  left  loin.  This  was  increased  by 
micturition.  He  also  had  pain  after  micturition  at  under  surface  of 
the  glans  penis  and  in  the  left  testis.  Frequency  of  micturition 
was  every  hour  in  the  day. 

One  month  after  onset  blood  suddenly  issued  in  front  of  the 
urine,  and  he  had  to  pass  water  every  quarter  of  an  hour  in  the  day, 
and  five  times  at  night.  He  then  had  four  or  five  attacks  of  bleeding 
and  occasionally  passed  little  flakes  or  clots  of  blood. 

Present  condition. — The  stream  of  urine  forms  a  weak  parabolic 
curve.  There  is  a  dense  hard  cake  of  infiltration  behind  the  left  lobe 
of  the  prostate.  The  lobes  of  the  prostate  seem  a  little  hard,  but  are 
not  enlarged.  There  are  no  perceptible  glands  in  the  groin;  no 
supra-pubic  tumour.    He  was  not  sounded. 

It  was  noted  that  the  left  side  of  the  bladder,  the  left  side  of  the 
trunk,  and  the  left  leg,  are  the  most  painful.  Morphia  reduced  the 
frequency,  but  not  the  pain.    Gradually  left  sciatica  ensued. 

Patient  lost  sight  of. 

Early  infiltrating  epithelioma. — A  traumatic  cause  for  the  onset 
of  symptoms. — J.  S^-,  aet.  44.  Three  months  before  seeing  me 
this  patient,  being  in  perfect  health,  was  unloading  a  waggon  of 
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daug.  The  fork,  weighted  with  the  m&teiial,  slipped  in  his  hand ;  hi* 
body  was  jerked,  and  he  **  heard"  something  crack  in  his  left  side, 
clase  to  the  crist^i  ilii.  He  was  in  serere  pain,  and  passed  blood  in 
large  quantities  with  mnch  clot.  This  was  quickly  checked.  He 
ftoon  began  to  have  imperious  calls  to  urinate  every  hour  in  the  day 
and  eight  times  at  night.  Pain  was  also  experienced  in  the 
perinseum  after  the  act,  and  he  suffered  from  a  dull  constant  pain 
in  the  left  groin  and  left  supra-pubic  region. 

On  admission  into  the  London  Hospital  the  urine  waa  acid,  con- 
tained pue,  mucus,  and  blood ;  sp.  gr,,  lOll.  The  glands  in  left  groin 
were  enlarged  and  bard  (carcinomatous).  Per  rtctum  the  entire 
posterior  wall  was  found  densely  infiltrated  with  nodular  growth. 

A  colleague  now  saw  him  and  performed  perinieal  section*  A  hard 
epitheliomatons  mass  was  found  covering  the  left  base  and  the  lelt 
posterior  wall.    He  died  shortly  after. 

Earhj  infili rating  eptttielioma  (the  stages  being  fnerged)  (10 
per  cent)^ — A  stout,  anfemic  woman,  get.  58,  waa  sent  to  me  with 
this  history  -.^^-Two  and  a  half  months  before  she  suddenly  paaaed  a 
iioantity  of  dark  bloody  urine  painlessly,  but  next  day  severe  paim 
11  nd  great  irritability  of  the  bladder  set  in.  Fea-sized  pieces  of 
gravel  (grey)  soou  appeared  in  the  urine  with  mucus  and  matter. 

When  I  saw  her  she  waa  urinating  every  two  hours;  the  urine 
was  that  of  muco-cystitis ;  the  capacity  of  the  bladder  waa  fire 
ounces.  Commencing  epithelioma  was  visible  at  the  left  ureteric 
region.  There  was  no  infiltration  to  be  felt  per  vaginam,  but  it  waa 
detected  iu  a  yearns  time.  She  died  four  years  after  onset  in  great 
agony. 
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Rough  Comparison  of  the  Various  Groups  of  Vesical 
Tumours. 

The  Benign — the  Villus-covered  Epitheliomata — and  the 
Bald  Epitheliomata. 

The  periods  of  life  which  are  apparently  the  most  asual 
for  the  onset  of  the  symptoms  characteristic  of  these 
groaps  of  tamonrs  vary.  The  benign  show  their  presence 
most  often  between  30  and  45,  the  villas-covered  epithe- 
liomata between  45  and  60,  whilst  the  bald  infiltrating 
gronp  affect  usually  the  age  between  55  and  65. 

The  clinical  history  kernels  itself  into  whether  a  growth 
is  soft  and  easily  lacerable  or  not,  and  whether  it  will 
block  either  ureteric  or  vesical  orifice. 

The  onset  symptom  in  all  is  generally  a  symptomless 
hadmorrhage  ;  but  the  proportion  of  the  cases  in  which  this 
onset  symptom  occurs  dwindles  as  the  tumours  become 
tougher — 84  :  75 :  60  in  their  percentages. 

The  softer  tumours  have  prolonged  hsdmaturial  stages, 
whilst  it  is  noticeable  that  in  proportion  as  the  tumours 
become  denser,  so  the  haemorrhages  are  sooner  followed 
by  symptoms  indicating  destruction  of  growth  or  infil- 
tration   of    the   muscular   layers  of  the   bladder, — these 

Fig.  97. 


A  typical  villous  papilloma  with  a  thin  stalk  and  an 
uninfiltrated  base. 

symptoms  being  irritability  of  bladder   and  pain  expe- 
rienced in  and  away  from  the  urinary  tract. 

Most  tumours,  whether  benign  or  malignant,  terminate 
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Operative  Interference  of  Vesical  Tcmouks. 


This  short  sketch  of  vesical  timiotirs  will  not  be  com- 
plete without  a  brief  reference  to  their  operative  treat- 
ment. 

The  mere  death  rate  in  skilled  hands  is  not  ^reat.  Thua 
I  have  operated  on  vesical  growth  185  times,  and  have 
lost  nine  patients.  Two  of  these  deaths  I  trace  to  a  fault 
in  my  own  technique — for  mj  drainage  was  insufficient.* 

I  have  also  had  to  drain  at  least  on  ten  occasions, 
leaving  the  growth  alone.  This  low  death  rate  is  not  due 
to  that  operative  timidity  which  avoids  all  bat  easy  cases. 
Some  of  the  growths  I  have  removed  have  half  filled  al 
gallipot;  some  have  weighed,  whea  fresh  and  cleaned  of « 
blood  and  drhrw,  a  quarter  to  one  pound  or  more  ;  some 
were  the  size  of  a  man's  list,  and  so  tough  that  they  cut 
like  softened  cartilage.  I  have  had  in  one  or  two  cases 
to  crush  the  bases  with  powerful  clamps — my  entire  hand 
being  in  the  bladder  in  order  to  guard  the  ureters  and 
the  thinned  bladder  walL  Moreoverj  I  have  resected' 
large  pieces  the  size  of  the  palm  of  a  hand  with  and 
without  its  peritoneal  covering.  In  nearly  all  these  cases 
the  cystoscope  and  digital  examination  had  previously 
taught  me  what  I  might  do  with  benefit  to  the  patient. 
For  the  question  is  not  the  safety  of  an  operation,  but 

K— ,  viUouit  papllloina  of  20  yeart*  liistorj.     EiUaustioii. 

H — ,  villous  papillomn.     Insufficieiit  drainage. 

G — ,  vtlloiift  papiUoma.     IiiHuiHck'nt  drainage. 

T — ,  maligiiftnt,     Bleacbcd  and  exiiausted  ;  died  second  week. 

M— ,  nialignant.     Far  advanced,     Ejthaustetl. 

P — ,  villtiB-covtfred  carcinoma ;  foar  timcB  operated  previously  at  8t- 

Bartliolomew'i.     Eihautted. 
I — ,  caught  cold  aome  weeks  after  return  liorae  and  died  of  pjelo- 

nepbritis. 
W — ,  female  ;  viUns-covered  carcinoma ;  a  reearrent  ewe. 
K — ^  yiUous  papilloma f  nti  old   patient  of  Guy's;  bad   attack B   of 

unemia  in  tliat  hospital. 
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*'  Can  the  patient  be  benefited  by  operating  ?  and  will 
the  procedure  add  to  his  tenure  of  life,  or  his  comfort  ?  ^' 

I  have  no  hesitation  in  saying  that  many  of  the  opera- 
tions which  are  undertaken  for  the  cure  of  tumours  of  the 
bladder  are  useless,  for  they  are  not  thorough.  Nay,  more, 
when  only  the  surface  of  the  growth  is  removed  the  opera- 
tion is  worse  than  useless.  The  "  munching  " — ^to  use  a 
phrase  of  Sir  Henry  Thompson's,  who  advocates  the  process 
—of  a  growth,  whether  it  is  benign  or  malignant,  is  not 
surgery.  The  growth  must  be  cut  away  completely,  and 
the  mtvcoiLs  inewbraiie  around  its  base,  with  it,  or  the  opera- 
tion had  better  not  have  been  attempted.  Nothing  less  than 
such  a  radical  operation  in  the  benign  tumour  can  effect 
a  cure ;  whilst  a  "  munching "  operation  on  a  malignant 
growth  is  tantamount  to  a  rapid  and  exuberant  recurrence. 

What  are  the  guiding  lines  for  operative  interference  ? 
I  submit — 

First,  that  a  radical  operation,  or  even  a  cystoscopy, 
should  not  be  advised  in  any  case  in  which  an  infiltration 
can  be  felt  per  rectum  ;  all  such  ought  to  be  left  rigidly 
alone.  If  the  patient  suffers  from  the  terrible  distress  of 
an  occluded  vesical  orifice,  then  supra-pubic  drainage  is  the 
best  that  can  be  done.  Perinseal  drainage  through  a  basal 
growth  is  provocative  of  severe  pain  and  vesical  spasm. 

Seayndlxfy  if  the  cystoscope  demonstrates  a  single  villus- 
covered  growth,  and  haemorrhage  is  getting  beyond  con- 
trol, or  if  unilateral  renal  pain  is  suffered  from,  or  if 
corkage  of  the  vesical  orifice  is  present,  let  a  finger^ized 
incision*^  be  made  supra-pubically  and  the  base  of  the 
tumour  examined.  If  it  be  soft,  whether  it  be  pedicled 
or  sessile,  I  advocate  that  it  and  its  area  of  attachment 
should  be  cleanly  removed,  the  supra-pubic  opening  being  in- 

*The  reaflont  why  a  finger-sized  opening  only  tboiild  be  made  in  the 
bhidder  need  ennmeration«  Everything  that  it  necessary  can  be  learnt  by  a 
finger-sized  incision.  Many  large  growths  can  be  removed  through  it,  the 
opening  being  stretched,  not  cnt.  With  so  small  a  woond  the  patient 
generally  passes  water  on  the  14th  day,  and  is  dry  on  the  21st.  MoreoTer 
the  contamination  from  exposure  of  a  big  wonnd  to  alkaline  pnriform  nrine  is 
avoided,  exhaustion  is  not  so  frequent,  and  the  death  rate  is  greatly  decreased. 
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Fig.  100. 


Mrs.  C — .  Growth  removed  along  with  apex  of  bladder ;  peritoneal 
fold  pushed  back  and  stitched  to  posterior  wall  of  bladder  below 
incision. 


Fig.  101. 


Mrs.  C — .    Wound  healed ;  new  apex  of  bladder  adherent  to  supra- 
pubic region. 
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Mra.  C — ^  aat.  65,  was  brought  to  me  in  October,  1899,  by  Dr. 
Harry  P.  M^jor,  of  Hongerford.  The  lady  had  been  raffering  from 
an  intermittent  symptomless  hsdmatoria  for  nine  months.  The 
nrethra  had  been  dilated  by  a  gynscologist,  and  a  ^  papillomatoas 
tnmonr  scraped." 

On  cystoscopy  a  large,  bald,  sessile,  infiltrating  epithelioma  was 
seen  springing  from  the  apex  of  the  bladder  (Fig.  99). 

Fig.  99. 


A  large,  single,  sessUe  epithelioma  oocnpying  superior  wall 
of  bladder  at  apex.    Mrs.  C — . 

A  supra-pubic  cystotomy  was  at  once  performed,  and  the  peri- 
toneal  cavity  opened.  The  growth  was  found  to  have  penetrated 
the  muscular  wall,  and  to  have  invaded  the  peritoneum.  The 
entire  growth  was  therefore  cut  away,  and  with  it  a  big  piece  of 
the  superior  peritoneum-covered  wall,  a  fair  margin  of  apparently 
healthy  tissue  being  removed  along  with  the  growth.*  When  this 
was  done  the  big  gap  was  repaired  in  the  following  fashion. 
The  Y-shaped  wound  in  the  bladder  left  by  excision  of  the  growth 
was  approximated  by  means  of  stitches  passing  through  the  peri- 
toneo-muscnlar  layers  of  that  viscus — a  hole  being  left  in  front  for 
drainage. 

The  peritoneal  layer  of  the  abdominal  wall  was  cut  a  little 
ti-ausversely,  loosened,  and  pushed  down  as  the  bladder  was  drawn 
up.  The  lower  edge  of  the  peritoneum  was  then  united  across  the 
back  of  the  bladder,  below  the  lower  end  of  the  repaired  Y-shaped 
incision,  so  that  in  case  of  the  bladder  stitches  giving  way  the 
leakage  would  be  extra-peritoneal  (Fig.  100). 

*  Growth  in  R.C.S.  Museum,  No.  3705  ▲. 
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able,  and  that  it  supplies  more  infonimtion  than  the  other 
procedures  mentioned.  Ever  since  the  introduction  of 
cystoscopy  I  have  employed  it  system atically  in  renal 
diseases,  and  I  have  become  more  and  more  impressed  vnth 
its  diagnostic  accuracy.  I  cannot  help  acknowledging  that 
much  of  my  confidence,  and  indeed  that  much  of  my  success 
in  renal  surgery,  depends  upon  it.  I  venture,  therefore, 
to  deal  with  it  somewhat  in  detail  in  the  following  chapters. 

The  Importance  of  the  CystoBCOjte  in  the  Exact  Localisaiion 
of  OhscAtre  Eeiml  Disease, 

Many  clinical  facts  may  be  cited  to  show  how  difficult 
is  the  exact  lucalisation  of  surgical  disease  of  the  kidney. 
Every  one  of  the  cardinal  symptoms  may  be  misinterpreted. 
For  instance,  to  ascertain  the  true  causation  of  renal  pain 
is  often  an  impossibility  without  the  cystoscope. 

A  large  percentage  of  local  renal  suffering  originates  in 
the  bladder.  As  examples  the  following  may  be  men- 
tioned : — a  vesical  epithelioma  narrowing  the  ureteric  ori- 
iice,  causing  dilatation  of  one  ureter  and  pelvis,  produces 
pain  in  the  corresponding  kidney,"'^  Sceptic  inflammation 
ascending  the  ureter  from  a  vesical  source  t  induces  renal 

•  Examples.-'MT.  A.,  ret.  65  (voL  O.  P.  iii,  376),  Bent  me  by  Dr.  S. 
Fenwiek,  complainiiig'  of  pain  in  left  kidney,  pam  at  left  pubie  spine, 
and  in  left  side  of  penis.  On  cystos<!opy  a  dense  ring  of  non-ulcerated 
'Cpithelionja  was  seen  Burrounding  left  ureteric  oriJice,  which  was  red 
and  g^aping,  I  proposed  d(*ath  from  iirffiniia,  and  advised  no  operation. 
Patient  did  well  for  a  year.  He  then  consulted  a  surgeon,  who  diagnosed 
enlarged  proBtnte  and  washed  out  the  bladder.  Death  took  place  six 
days  later. 

Mr.  W.,  mt.  60,  was  sent  to  me  in  1S99  by  Dr.  Kirkwood,  of  Peterborough, 
with  very  severe  pain  in  the  right  kidney  and  along  the  right  ureter. 
There  waa  alao  much  bladder  irritJition  and  pain*  Pain  had  oommeneed 
fourteen  years  previously  in  the  right  kidney.  He  hat!  been  seen  by  Prof, 
Zre^ler  and  diagnosed  to  have  oxalate  atone  in  the  right  kidney.  Bladder 
irritability  had  been  noticed  for  eight  yeare.  He  had  been  repeatedly 
sounded  for  stone,  hut  negatively.  On  examination  with  the  cystoscope 
the  right  ureteric  orifice  was  seen  surrounded  with  a  ring  of  dense  car- 
cinoma. This  waa  contracting  and  closing  the  channel.  A  aupra-pubic 
drainage,  which  was  carried  ont  eight  months  later,  established  tlie 
diagnosis  of  epithelioma  of  the  right  lower  ureter. 

t  Such  causes  are  too  common  to  need  illustrating. 
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pain;  even  villous  papilloma^  or  ulcer  near  the  lip  of 
the  ureteric  orifice,  gives  rise  to  sympathetic  unilateral 
kidney  pain.*  These,  and  other  vesical  disorders  dis- 
coverable by  the  cystoscope,  are  so  able  to  produce  a  one- 
sided renal  pain  as  to  mislead  the  clinician  and  divert  his 
attention  to  the  kidney  from  the  real  focus  of  the  disease, 
which  lies  in  the  bladder. 

Then,  again,  a  fair  number  of  cases  of  renal  pain  is  due 
to  calculus  arrested  in  the  lower  ureter.  This  arrest  can 
be  surmised  in  some  instances  on  using  the  cystoscope. 

Conversely. — Benal  disease  may  induce  such  agonising 
bladder  symptoms  as  to  deceive  the  most  experienced 
physician.  Unilateral  renal  tuberculosis  descending  the 
ureter,  or  chronic  renal  abscess,  or  descending  pyelitis  of 
calculous  origin,  or  stone  fixed  in  the  lower  orifice  of  the 
ureter, — all  these  induce  difficulty  of  urination,  great  irri- 
tability of  the  bladder  and  penile  pain ;  and  yet  each  can 
be  inferred,  and  sometimes  accurately  diagnosed  by  cysto- 
scopy of  the  ureteric  orifices. 

Then  there  is  a  large  group  of  cases  which  exhibit  no 
symptoms  to  indicate  the  locality  of  the  disease.  Only 
blood  or  only  pus  or  only  chyle  appears  in  the  urine. 
Such  symptomless  hasmaturia,  pyuria,  and  chyluria  can 
only  be  successfully  attacked  after  cystoscopy  has  de- 
monstrated the  source  of  the  blood,  pus,  or  chyle.  It 
is  sorry  surgery  to  undertake  a  series  of  exploratory 
incisions  in  order  to  discover  and  treat  an  area  of  latent 
disease  in  a  tract  of  so  great  an  extent  as  the  genito- 
urinar}',  when  a  simple  cystoscopy  is  sufficient  to  reveal 
the  site  of  the  disease. 

I  have  seen  patients  with  symptomless  haematuria  and 
pyuria,  who  have  had  extensive  supra-pubic  operations  per- 
formed in  order  to  enable  the  surgeon  to  catheterise  both 
ureters,  and  I  confess  that  in  several  instances  the  pro- 
cedure did  not  reflect  any  credit  upon  the  surgeon,  nor 
did  it  tend  to  elucidate  the  location  of  the  disease. 

Moreover,  in  certain  instances  an  obstinate  supra-pubic 
•  Compare  examples,  pa^s  188,  278,  431. 
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fistula,  was  left,  and  the  misery  of  the  patient  much  in- 
creased. 

Then,  again,  there  is  no  doubt  that  the  appendix  in  both 
sexes,  and  the  peh^ic  sexual  organs  in  women  are  fruitful 
sources  of  en^or  in  the  diagnosis  of  urinary  coniplaints. 
Often  a  right-sided  descending  calculus,  or  a  movable 
kidne)'  has  been  mistaken  for  an  appendicitis,  and  vice 
versa,  and  many  a  time  an  inflamed  ovary  or  an  uterine 
fibroid  has  excited  such  marked  vesical  symptoms  that 
the  bladder  has  been  energetically  but  fruitlessly  treated, 
whilst  the  peccant  organ  has  been  left  alone,  and  yet 
cystoscopy  often  proves  sufficient  to  eliminate  such  sources 
of  error. 

The  cystoscope  also  sometimes  enables  the  surgeon  to 
detect  latent  disease  of  the  kidney,  of  which  there  has 
been  no  clinical  evidence.  Even  obsolescent  tubercle  of 
the  kidney  may  be  inferred  upon  certain  \'isual  grounds, 
and  much  operative  danger  is  thereby  avoided.* 

Lastly^  there  is  a  great  field  at  present  opening  to  the 
renal  surgeon, — ^a  field  demanding  skilled  use  of  the  cysto- 
scope, I  refer  to  the  operative  treatment  of  the  earlier 
stages  of  chronic  Bright's  disease.  It  is  contended  by 
Newman,  Harrison,  and  Edebohls  that  certain  cases  of 
albuminuria  associated  with  casts  and  other  evidence  of 
renal  degeneration  have  been  benefited  by  operation  on 
one  kidney.  The  improvement  has  been  noted  on  fixation 
of  the  organ  (Newman),  on  relieving  tension  by  cutting 
through  the  capsule  (Harrison),  and  on  decapsulation  and 
inducing  a  collateral  circulation  (Edebohls), 

Why  such  a  result  should  follow  operation  on  one  kid- 
ney»  in  a  disease  hitherto  regarded  as  constitutional  and 
bilateral,  is  not  explained. 

I  have  proved  and  taught  for  years  that  changes 
analogous  to,  and  indistinguishable  from  chronic  Bright's 
disease  are  often  not  only  unilateral^  but  are  even  localised 
to  small  areas  in  one  kidney.  If  this  disease  has  to  be 
combated    by    operation,    the    affected    kidney    must    lie 

•  Compare  chapter  on  '*  The  Ureters  in  Benid  Tulierculosis. 
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localised,  and   that  can  only   be  effected   in  the  male  by 
means  of  the  cystoscope  armed  with  a  ureteric  catheter. 

Points  in  the  Technique  of  Ureteric  Meatoscopy, 

1.  The  form  of  cystoscope. 

There  is  no  necessity  to  use  any  special  cystoscope,  still 
less  to  employ  that  recommended  by  instrument  makers — 
the  posterior  wall  cystoscope.  Such  an  instrument  is 
rarely  of  use.  Let  an  ordinary  anterior  wall  cystoscope 
be  selected. 

2.  A  mediitm-fiUed  bladder  is  essential  to  success. 

Let  the  bladder  be  filled  comfortably  with  clear 
medium.  Any  over-distension  flattens  out  the  ureteric 
orifice  and  obliterates  the  lips.  Half-distension  causes 
the  mucous  membrane  to  roll  up  and  the  ureteric  lips  to 
thicken.  Both  extremes  must  therefore  be  avoided  by  the 
novice.  With  experience  the  effect  upon  the  orifices* 
of  over-distension  and  half-distension  will  be  carefully 
noted,  for  valuable  inferences  may  be  drawn  from  such  an 
-examination. 

3.  The  pelvis  must  be  elevated. 

It  is  necessary  always  to  put  a  sand-bag  or  book  under 
the  pelvis.  The  amount  of  medium  used  for  distension 
should  be  noted,  and  the  height  of  the  pelvic  cushion 
employed  in  case  of  any  re-examination. 

4.  The  detection  of  the  orifice.  Let  the  cystoscopist 
be  sure  he  is  examining  the  ureteric  orifice,  for  many  and 
varied  are  the  pitfalls. 

When  the  cystoscope  is  felt  to  have  entered  the 
bladder  let  it  be  turned  completely  over  by  rotating  the 
ocular  end.  Let  the  posterior  edge  or  base  line  of  the 
trigone  be  at  once  determined. 

This  is  easily  accomplished  in  moderate  health, 
for  the  dark  colour  of  the  trigone  marks  it  off  sharply 
from  the  sandy  white  of  the  adjoining  posterior  wall, 
and  its  base  line  is    upraised   in    the   form  of    a  slight 

*  These  effects  are  best  produced  by  a  Nitze  irrigating  cystoscope. 
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ridge — "the  plica  iirettTiea/*  Variations  in  the  colour 
of  the  trigone  due  to  disease  are  recognisable  without 
difficulty.  Let  the  beak  of  the  cystoscope  be  carried 
along  the  base  line  of  the  trigone,  right  or  left,  by 
moving  the  ocular  end  of  the  instrument  laterally  in  the 
opposite  direction.  One  ureteric  mouth  will  come  in 
view  towards  the  narrow  outer  extremity  of  the  base^ 
line — the  "plica  ureterica,''^ — the  projection  of  wliich  is 
caused  by  the  fusion  of  the  longitudinal  muscles  of  the 
two  ureters.* 

The  orifices  vary  in  different  individuals;  women  who 
have  borne  children  have  larger  orifices. 

In  health  and  in  moderate  distension  of  the  bladder 
the  ureteric  orifice  is  a  faint  flesh-coloured  line.  The 
low  ridge  on  which  it  opens  is  of  the  colour  of  the  buccal 
membrane  of  the  lip :  a  twig  of  an  emergent  vessel  may 
or  may  not  be  seen.  If  the  bladder  is  distended  to  its  full 
limits  the  orifice  loses  its  line-like  aspect.  The  Ups 
separate  slightly  and  become  taut  from  the  strain,  an 
oblique  depression  appears,  and  it  now  resembles  the 
opening  of  a  Turkish  slipper  (Fig.  106).  Moreover  the 
colour  of  the  lips  changes  to  a  white  ;  the  vascular  twig* 
disappears. 

5.  The  position  of  the  beak.  It  is  a  point  of  some 
importance  to  look  doum  at  the  orifice,  and  not  sideways. 
If  the  opening  is  looked  at  in  profile,  the  cystoscopic 
lamp  must  rest  on  the  posterior  wall  of  the  bladder,  and 
if  the  lamp  is  kept  burning  a  surface  eschar  is  sure  to  be 
produced,  which  will  mislead  the  cystoscopist  in  his  just 
estimate  of  the  case  {vide  page  840). 

*  Aa  soon  as  the  ureter  piorc^s  the  outer  and  middle  coats  of  the 
bladder  its  muscular  c<)atj  which  ia  about  one  fiftieth  of  an  inoh  ijt 
thickneBBj  in  thus  disposed :— The  more  mtemal  and  stron^at  of  its 
loitgitadinal  fibres  are  directed  transversely  and  join  the  correaponding^ 
fibrea  of  the  other  ureter  (the  muscles  of  C.  Bell)  to  form  a  low  rldgpe, 
the  plicji  ureterica,  which  makes  the  base  lino  of  the  trigone,  while  th© 
remainder  are  continued  down  over  the  trigone  and  blend  with  the  sub- 
mucoua  layer.  The  circular  fibres  of  the  ureter  appear  as  a  kind  of 
ephinoter  around  the  ureteric  orifice. 
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Clinical  Votes. 

(a)  The  diastole  and  systole  of  the  ureteric  orifice. — ^The 
phenomena  connected  with  the  discharge  of  nrine  from 
the  orifice  of  the  ureter  cannot  be  too  carefully  noted^  for 
much  information  of  the  working  activity  of  the  corre- 
sponding kidney  can  be  thus  obtained. 

Inmiediately  preceding  the  efflux  from  an  active, 
healthy  kidney,  the  end  of  the  ridge  on  which  the  ureteric 
orifice  opens  will  generally  swell,  drawing  itself  up  for  an 
effort ;  a  muscular  wave  passes  then  rapidly  from  without 
inwards  over  the  tiny  area,  the  orifice  opens,  a  stream  of 
clear  fluid  issues,  mixing  with  the  medium  in  the  bladder 
just  as  glycerine  mixes  with  water;  the  orifice  remains 
patulous  for  an  instant,  then  it  contracts  firmly,  aud  its 
size  dimim'shes  considerably. 

(6)  An  absent  ureteric  orifice, — In  rare  instances  the 
ureteric  orifice  cannot  be  discovered,  for  it  is  absent."*^ 
This  does  not  necessarily  indicate  a  congenital  absence  of 
the  corresponding  kidney,  but  it  certainly  demonstrates 
that  the  corresponding  kidney  is  a  iiseless  organ,  existing- 
may  be  as  a  shell,  t  The  cystoscopist  may  be  inclined 
to  argue  that  because  the  corresponding  renal  region  is 
the  seat  of  continuous  or  intermittent  pain,  that  the 
kidney  must  be  secreting.  This  is  a  fallacy.  Useless 
shell-kidneys  ache  though  they  may  not  secrete.  They 
inflame  and  suppurate,  though  they  may  be  shut  off  from 
all  ascending  infection  from  below.      Compare  (e). 

*  If  the  case  be  a  male  the  surgeon  should  also  see  if  both  testicles  are- 
present.  If  one  testicle  is  congenitaUy  absent  on  the  same  side  as  the 
absent  ureteric  orifice,  the  chances  are  that  the  kidney  is  also  absent. 

t  Now  that  side  of  the  bladder  which  corresponds  to  the  dead  kidney 
is  weaker  than  the  other,  and  in  two  cases  out  of  three  it  wiU  rupture  on 
this  side  low  down  if  it  is  ruptured  by  violence.  I  believe  the  trigfone 
affords  a  clue  to  this  weakness.  The  ureteric  bar  is  low,  and  flat  on  the 
same  side  as  the  useless  kidney ;  the  lateral  muscle  wall  is  thinned,  slacks 
and  baggy ;  but  these  are  signs  difficult  of  cystoscopic  appreciation,  and 
I  cannot  as  yet  rely  upon  them. 
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(c)  Hidden  ureteric  orifices, — Ureteric  orifices  are  diffi- 
cult to  find  some  months  after  nephrectomy  has  been 
performed^  provided  the  lower  ureter  was  not  dilated  at 
the  date  of  tiperation.  They  are  also  "  buried  ''  in  those 
bladders  with  basal  swelling  due  to  prostatitis. 

(d)  A  displaced  ureteric  orifice. — If  a  kidney  and  ureter 
affected  by  chronic  tuberculosis  becomes  inflamed,  the 
kidney  retracts  under  the  ribs  and  the  ureter  shortens. 
In  consequence  of  this  the  ureteric  orifice  gets  pulled  out 
of  its  place  (vids  pages  204,  499). 

{e)  Ej^tra-veftical  terminatimi  of  ike  ureter, — Owing  to 
some  defects  in  development  the  ureter  may  not  terminate 
at  the  usual  position  iu  the  trigone,  and  in  rare  in  stances 
it  has  been  shown  to  end  in  the  posterior  wall  of  the 
bladder.  Commenting  on  such  cases,  Grosglik  says,  "  In 
Civiale^s,^  Waltlier's,t  Galaski*s  J  cases,  and  iu  some 
others^  the  anomaly  consisted  in  a  supernumerary  ureter 
which  coursed  behind  the  bladder  and  ended  dtreclhf  at  the 
colUculuii  Heviinalis ;  the  normal  opening  of  the  super- 
numerary ureter  was  situated  on  the  floor  of  the  bladder 
opposite  the  internal  orifice  of  the  urethra  in  Wrany's 
case«§  In  the  observations  of  Helk^r  ||  and  Osterloh^  we 
are,  iu  factj  dealing  with  a  supernumerary  ureter  ending 
blindly,  but  in  both  cases  the  ureters  ran  along  the 
posterior  wall  of  the  bladder,  while  the  blind  ends  did 
not   penetrate  the   muscular   layer   of  the   bladder.      An 

*  ClyiaJe,  'Traito  pratique  snr  lea  maladioa  dea  organes  ^nito-itri* 
naires/  1841,  Bd.  ii,  S.  467. 

t  WaJther,  '  E inline  Kranklieiten  der  Niere  mid  Hamblaae/  Berlin, 
1800  J  cit*  nach  Engliscli,  **Ueber  primare  Hydronephroae,"  'Deutoche 
Zeitsclirift  ffir  CMrurgie/  1879,  Bd.  xi,  S.  16. 

X  Galaski.  *  Ein  Fall  von  doppeltem  H&mleiter  mit  j^trennten  Aq»> 
mfmdimgen  in  der  Blase/  Inau|j.-Di8a.,  1869 1  cit.  nach  Engliscli,  L  c, 

§  Wrany,  L  c,  "  Aut-or  ver5ffentlichte  zwei  Fiille,  deren  ©iiier»  ala  zu 
den  von  una  beachriebenen  Anomalien  gehOrend,  von  rair  in  der  Caauistik 
citirt  wurde." 

il  Holler,  *  Detitachee  Archiv  fflr  klin.  Medicin/  Bd.  v,  8.  287 ;  dtirfc 
Bach  Sell  war  z,  I  o.,  S,  307, 

IF  Oaterloh,  *  Jahrbuch  der  Geaellacbaft  tHix  Natur-  und  Heilkunde  in 
Dresden/  1872-3 ;  citirt  nach  Schwars,  h  c,  8,  207. 
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analogons  case  was  pnblished  bj  Meschede  ;'^  in  this 
case  the  anomaly  concerned  a  single  ureter,  the  blind  end 
of  which  was  attached  to  the  oater  surface  of  the  posterior 
bladder  wall 

In  the  female  the  ureter  has  been  known  to  end  in  the 
urethra,  vulva,  or  Yaginajt  but  these  latter  conditions, 
though  they  concern  the  urinarj"  surgeon,  do  not  engage 
liis  attention  in  cystoscopy. 

(/)  Double  nreferie  orijice. — This  is  a  rare  condition,  but 
one  of  importance,  as  it  not  infrequently  denotes  disease 
in  the  corresponding  kidney.  The  entire  subject  is  treated 
more  fully  on  page  361. 

Clinical  Note  on  an  Absent  or  an  Unrecognisable  Orifice. 

An  absent  or  an  unrecognisable  ureteric  orifice  is  a 
serious  crux  to  the  surgeon  who  contemplates  operative 
procedures  on  the  opposite  side.  He  will  obtain  but  little 
inforniatiun  if  he  adopts  the  expedient  advocated  by 
Knowsley  Thornton  of  examining  with  the  hand  through 
a  peritoneal  incision   the  kidney  whose  ureteric  orifice  is 

•  MescHede,  'Virchow'a  Arch./  BdL  rixiii,  S.  45<5;  cit.  niich  Schwara, 
L  c,  S.  198, 

t  Kelly  (*  Gjruffcology/  vol.  ii,  p,  421)  quotes  a  caae  of  Dr.  E,  6, 
Orfchmann,  of  DtUseMorf,  in  which  the  cystic  dilatation  of  the  lower  end 
of  &  miJTplaoed  ureter  sitntilated  a  vaginal  cyst.  The  patient  was  twenty - 
seven  yean  old,  and  presented  a  circumscribed  cystic  ttimotir  of  the 
anterior  vaginal  wall,  which  she  thought  wag  a  prolapse  of  the  utems. 
This  ^radoaOy  kept  increftsing  in  size^  and  wsa  associated  with  drawing 
pains  in  the  left  side,  extending  around  into  the  small  of  the  hack. 
The  tumour  was  elastic  and  circumscribed,  and  occupie<l  the  lower  third 
of  the  vagina  down  to  ^4thin  a  finger's  breadth  of  the  external  urethral 
orifice.  It  could  be  pushed  back,  but  returned  on  the  least  straining. 
Careful  examination  showed  that  it  had  no  connection  with  the  urethra 
or  bladder.  At  the  operation  the  thick  walls  of  the  tumour  were  dis- 
sected out  up  to  a  long  pedicle  on  the  left  side,  which  was  bared  three 
to  four  inches*  when  it  became  evident,  from  the  way  in  which  the 
ttunour  emptied  itself  upwards,  that  there  was  a  communication  with 
the  ureter  above.  The  pedicle  was  tied  and  cut,  and  retracted  into  the 
cellular  tissue  out  of  sight.    The  convalescence  was  undisturbed. 

Schwarz  has  written  fuUy  on  these  conditions,  '*  Cher  abnorme  Aus- 
mOndungen  der  Ureteren/'  *  Beitr&ge  sur  klin.  Chirurgie/  1896»  voL  xv. 

23 
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abnent ;  for  even  plump  kidneys  *  may  he  qnite  useless 
for  the  body  need,  or  tliey  may  be  so  reflexly  sensitive,  that 
they  nmy  become  suppressed  in  function  upon  the 
slightest  shock.  I  advise  a  large  dose  of  methylene 
bine  and  Contrexeville,  and  a  re-examination  of  the  ap- 
parently vacant  ureteric  area.  If  no  blue  efflux  is  seen 
the  prognosis  should  be  grave,  and  all  operative  inter- 
ference on  the  opposite  kidney  should  be  gently  purpose* 
ful,  and  stop  short  of  nephrectomy. 

A  Few  DiffimUies, 

(a)  Occasionally  the  surgeon  may  deem  the  ureteric 
orifice  to  be  absent,  but  hesitates  to  decide  because  there 
is  much  oedema  or  puffiness  in  the  ureteric  area.  It  is 
more  than  probable  that  the  orifice  is  merely  buried 
between  two  oedematous  folds*  Let  a  good  dose  of 
methylene  blue  be  administered  and  the  eflBux  will  be 
stained,  and  the  colour  will  lead  to  the  detection  of  the 
opening. 

(?^)  Difficulty  in  aaylng  which  mouth  is  being  iuspected.^^ 
If  the  base  is  looked  at  sideways,  the  knob  on  the  ocular 
rim  of  the  cystoscope  must  be  noticed,  for  it  points  to  the 
same  side  as  the  prism,  and  hence  it  indicates  the  ureteric 
orifice  to  which  the  attention  is  directed.  The  ocular  rim 
must  hefjted.  Sometimes  the  entire  cup  becomes  loosened 
and  slides,  and  a  grave  diagnostic  mistake  can  be  made. 

But  if  the  orifices  are  being  examined  from  above,  that 
ia,  from  a  completely  rotated  cystoscope,  and  the  prism  is 
^t  some  distance  from  the  object  examined,  then  especial 
care  must  be  taken  to  be  certain  as  to  which  orifice  is 
under  view,  for  both  appear  near  together.  This  warning  is 
not  superfluous  in  cases  of  "  symptomless  ^'  heematuria, 
for  in  these  cases  the  surgeon  is  called  upon  to  operate  on 

*  I  have  on  several  occasions  removed  kidneys^  I&rge  and  healthy  to 
the  touch,  the  ureters  of  which  were  absolutely  hiocked  by  old  fibroid 
change^  and  hard  to  the  touch,  the  pelvis  being  a  mafis  of  fat  and  tho 
cortex  riddled  with  old  abficess  sacs  containing  obsolete  tubercle  or 
putty 4 ike  materia L 
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one  kidney  upon  the  visual   examination  of   the  bloody 
ureteric  efflux. 

(c)  Changes  in  the  size  of  the  orifice. — A  certain  amoant 
of  stress  is  laid  upon  the  patency  of  the  orifice — whether 
it  can  be  "  looked  into/'  so  to  speak.  It  mast  be  remem- 
bered in  estimating  this  that  some  orifices  contract  undej 
stimulation  of  the  light  or  heat  of  the  cystoscopic  lamp,  or 
even  from  the  character  of  the  medium  used  to  wash  out 
the  bladder;  but  the  spasmodic  closure  passes  off  in  a 
few  minutes. 

Under  very  deep  anaesthesia  ^-dangerously  deep— the 
sphincter-like  action  of  the  orificial  muscles  becomes 
paralysed  and  the  orifice  gapes.  The  anaesthetist  should 
be  instructed  to  remove  the  mask  for  a  minute,  a  watch 
being  kept  on  the  orifice. 

(d)  A  minute  hrrnia  or  saccule  simulating  an  open  ure- 
teric orifice. — There  is  some  danger  of  a  novice  mistaking 
a  minute  depression  or  the  mouth  of  a  tiny  saccule  at  the 
side  of  the  ureteric  area  for  the  open  mouth  of  the  ureter. 
In  other  words,  the  novice  may  diagnose  a  dilatation  of 
the  ureter  when  only  slight  sacculation  of  the  postero- 
lateral wall  of  the  bladder  exists.  If  the  rule  of  follow- 
ing the  plica  ureterica  to  either  end,  be  adhered  to, 
the  chance  of  this  serious  blunder  occurring  is  much 
lessened.  It  is  moreover  safer  to  wait  for  the  efflux,  for 
this  removes  all  doubt.* 

It  is  a  point  worth  remembering  that  back  pressure 
upon  the  bladder  expends  its  force  differently  in  different 
bladders.  In  some  its  effect  is  mainly  noticeable  in  the 
bladder;  in  others  in  the  ureters  and  pelves  of  the 
kidneys.  This  is  generally  admitted,  but  it  is  not  realised 
that  the  slightest  borck  pressure,  occasioned  by  the  slightest' 

*  I  have  been  several  times  exercised  in  my  mind  by  the  appearance 
of  a  thrust  out  and  a  suck  in  of  the  pnriform  contents  of  a  little  saccule. 
At  each  inspiration  there  has  been  a  churning  out  of  the  pnriform  con- 
tents of  a  little  diverticolum,  and  at  each  expiration  blobs  of  pns  and 
urine  have  rushed  back.  I  mistook  this  at  first  for  the  efflux  of  an 
open  dilated  orifice,  but  it  only  occurs  with  respiration,  and  a  "  suck  " 
back  is  rarely  noticed  into  a  patent  ureteric  orifice. 
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imj^ediment  to  the  urinary  stream ,  even  one  «d  slight  as  to 
be  unnoticed  by  the  patient,  produces  visual  hypertrophic 
changes  in  the  bladder  and  ureters.  The  sequence  of  the 
visual  effects  of  slight  back  pressure  can  be  roughly  formu- 
lated thus : — if  back  pressure  is  slight,  it  is  compensated 
by  changes  in  the  urinary  tract  Ivebiiui  it.  These  consist^ 
nsuallyj  either  in  slight  sacculation  and  fascicnlation  of  the 
posterior  and  lateral  walls,  or  by  the  opening  out  and 
gaping  of  the  ureteric  orifices.  If  the  bladder  becomes 
slightly  sacculated  the  ureters  escape  ;  if  the  ureters  give 
way  before  the  force,  the  bladder  escapes  herniation.  More- 
over one  ureter  gives  way  before  the  other  ureter.  And, 
curiously  enough,  the  cystoscopist  may  notice  one  ureteric 
orifice  patulous  from  back  pressure  and  the  bladder  area 
around  it  free  from  fascicnlation,  whilst  the  other  ureteric 
orifice  is  small, "^  and  the  area  around  fasciculated  and 
saccuhited. 

If,  then,  we  notice  a  small  dark  bole  in  the  position  of 
the  orifice  of  the  ureter,  the  rest  of  the  postero-Iateral 
wall  is  examined  for  the  absence  or  presence  of  other 
saccules. 


A  Serious  Fallacy. 

Scorches  with  the  beak. — Cystoscopists  differ  in  their 
mode  of  examining  the  ureteric  orifice^  8onie  ai^  content 
to  view  it  laterally,  and  for  this  purpose  they  unwnttitigly 
lay  the  beak  of  the  cystoscope  on  the  posterior  wall.  A 
scorch  of  the  surface  almost  invariably  ensues  t  if  the 
inspection  be  prolonged.  Probaldy  the  cystoscopist  now 
lifts  the  beak  to  examine  the  other  ureteric  orifice,  and 
catches  siglit  of  the  scorch  erosion  he  has  just  made.  Its 
reddened  edge  and  greyish  centre  deludes  him  into 
bebeving    the    case    is   one    of    ulcerated    bladder;      The 

^  Vol,  r,  O.  Per.  336,  311,  147. 

t  There  ia  no  reason  why  tlie  bladder  shoiild  bo  burned  by  the  lump- 
AH  that  has  to  be  done  to  avoid  tliia  accident  ia  sti  to  hold  tht?  i>eak  that 
it  is  »urronndAd  by  water,  and  the  heat  evolved  is  carried  oS  by  the  sur- 
rounding medium. 
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diagnosis  being  at  fault,  the  treatment  fails.  It  is  no 
fancied  pitfall.  I  have  caused  such  erosions  when 
demonstrating  the  orifice  to  a  class,  and  I  have  seen  it 
several  times  happen  in  the  practice  of  others.* 

One  of  the  most  annoying  and  serious  mistakes  I  have 
made  is  worth  placing  on  record.  A  male  patient  com- 
plaining of  left  renal  pain  was  brought  to  me  a  week 
after  a  surgeon  had  cystoscoped  him.  I  found  a  large, 
red-edged,  sloughing  ulcer  situated  to  the  side  of  the  left 
ureteric  orifice.  I  diagnosed  a  deep  scorch  with  the  lamp ; 
but  I  noticed  the  adjacent  ureteric  orifice  oedematous, 
large,  protuberant,  and  gaping.  It  never  entered  into 
my  mind  that  the  propinquity  of  the  scorch  would  cause 
such  changes.  I  at  once  said,  "  There  is  a  renal  calculus 
two  inches  up  the  ureter,"  and  passing  my  finger  into  the 
rectum  I  felt  a  rounded  little  bodjT'in  the  ureter,  and 
another  a  little  higher  up.  I  immediately  made  a  lapa- 
rotomy, with  separation  of  muscles,  expecting  to  be  able 
to  slide  the  supposed  stones  up  the  ureter  to  the  iliac 
fossa,  and  extract  them  through  the  incision  used  for 
tying  the  common  iliac.  My  chagrin  may  be  imagined 
when  I  found  the  small  rounded  bodies  to  be  part  of  a 
chaia  of  hard  glands  accompanying  the  ureter,  and 
evidently  enlarged  by  the  same  cystoscope  scorch  which 
had  inflamed  the  orifice  of  the  same.  I  promptly  ex- 
amined the  kidney,  found  it  small  and  very  movable.  I 
tixed  it,  and  the  patient  was  relieved  of  his  pain. 

Much  of  this  danger  is  now  removed  by  the  use  of  the 
new  "  cold "  lamp  made  by  Lowenstein,  of  Berlin.  It 
seems  to  owe  its  comparative  lack  of  heat  to  being 
sheathed  in  asbestos. 

•  The  symptouis  of  scorch  erosion  are  x>cnile  pain  for  three  days,  slight 
and  cc'nstant,  increased  at  the  end  of  urination,  a  slightly  increased 
frequency  of  the  act  and  a  trace  of  pus,  may  be  a  tiny  slough  in  the 
urine.  It  often  takes  three  weeks  to  heal;  but  this,  and  of  course  the 
wverity  of  the  symptoms,  is  in  proportion  to  the  depth  of  the  bum 
(ri./€p.  08). 
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the  ureter.  This  may  be  sometimes  found  in  the  inter- 
ureteric  muscles  which  form  the  plica  ureterica.  If  then 
that  half  of  the  plica  ureterica  on  which  the  ureter  opens 
appears  hypertrophied — that  is,  if  it  is  seen  to  stand  out  as 
a  bold  ridge  like  a  miniature  biceps — ^a  slight  confirma- 
tion of  the  inference  that  the  ureteric  tube  is  hyper- 
trophied is  obtained. 

In  estimating  hypertrophy  of  a  plica  it  should  be 
remembered  that  this  ridge  may  be  swollen  by  general 
inflammator}'  oedema  bf  the  base,  in  which  case  a  glance 
at  the  trigone  will  sers'e  to  detect  a  general  basal  swelling  ; 
or  the  ridge  may  be  thickened  merely  as  part  of  a 
general  hypertrophy  of  the  bladder — a  lact  easily  ascer- 
tained by  comparing  it  with  the  opposite  half  of  the  ridge 
and  the  increased  muscular  mouldings  of  the  adjacent 
posterior  wall.  Given,  however,  a  thickening  of  one  side 
of  the  plica,  combined  with  hyper-activity  of  the  orifice 
and  an  increased  volume  and  strength  of  efflux,  it  nearly 
always  indicates  hypertrophy  and  slight  dilatation  of 
the  ureteric  tube. 

The  question  of  which  the  cystoscopist  now  seeks  a 
correct  solution  is.  For  what  is  this  hypertrophy  needed  ? 
Is  it  to  overcome  a  narrow  ureteric  orifice  ?  If  that 
opening  is  normal  or  large  we  should  examine  the  ureter, 
for  there  must  be  some  reno-ureteric  cause  for  the  h}T)er- 
trophy. 

Two  clinical  conditions  present  themselves  as  probable 
factors  in  the  production  of  hj-pertrophy  of  the  ureter 
with  a  normal-sized  outlet. 

(1)  An  increase  of  urinary  work  in  the  kidney.  This 
occurs  when  the  activity  of  the  other  gland  is  diminished 
or  destroyed,  and  an  abnormal  volume  of  urine  has  to  be 
secreted  and  ejected  by  a  single  kidney. 

\2)  Some  body  which  the  reflex  sensitiveness  of  the 
ureter  is  labouring  to  rid  itself  of — particles  of  phosphate 
of  lime  or  urates,  or  blood,  or  even  a  small  prickly 
calculus,  the  clinical  eWdence  of  the  last  being  reno- 
ureteric  pain  (not  necessarily  colic). 
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2.  AB8ENCI!:  OF  Efflux  in  '*  Healthy 
C'Dry"  Ubbter). 


Kidneys 


Sometimes  no  efflux  will  be  noticed  issuing  from  an 
apparently  healthy  orifice.  It  is  unsafe  to  draw  con- 
clusions from  this' condition,  which  may  be  designated  as 
*^  dry  **  II  rote  n 

Kidneys  often  "  rest "  in  the  work  of  secretion*  More- 
over in  some  cases  the  renal  secretion  is  very  markedly 
under  nervous  influence.  Thus  fright,  anticipation  of 
painj  or  exposure  appears  to  inhibit  the  action^  and  the 
•confeecjuence  is  a  dry  ureter. 

This  is  especially  so  in  young  girls  about  the  age  of 
seventeen*  I  have  often  had  to  make  ''  surprise  "  exami- 
nations in  order  to  note  the  ureteric  efflux.  Thus  every- 
thing in  prepared  without  the  knowledge  of  the  patient, 
Contrexeville  water  is  administered,  and  the  examination  is 
rapidly  carried  out  under  cocaine,*  otherwise  the  ureters 
may  be  found  '*dry," 

3.  The  Efflux, 

(a)  A  strong,  rapidbj-repeated  efffux  of  a  clear  nrtne 
from  both  orifces. — A  very  rapidly  recurring  jetton  both 

sides,  the  orifices  being  normal,  usually  denotes  the  previous 
exiiibition  of  a  diuretic  or  hyper-secretion  due  to  disease. 

(b)  A  ra pi dbj -re furring  jet  of  clear  nrtne  ismiiug  from 
one  orifce — and  that  being  of  large  size  and  the  other 
HTJiall — indicates  a  slight  dilatation  of  one  pelvis  and  one 
ureter  fruni  over-work,  the  other  being  deficient  in  activity. 

Nate, — ^A  very  active  kidney  generally  has  a  slightly 
dilated  ureter,  a  dilated  pelvis,  its  secretion  is  pale,  and 
of  ujedian  specific  gravity « 

Such  a  kidney  resents  any  shock,  and  if  the  operator 
is  forced  to  interfere  %vith  it,  he  will  do  wisely  to  limit  his 
exploration  as  far  as  possible  to  a  digital  examination  t 

•  The  eadiihition  of  ether  ib  beat  avoided,  for  this  seems  to  curtail 
renal  ivctivity. 
t  Mem. :  the  finger*  will  discover  a  canoe  kidney,  that  ia  one  with  a 
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of  the  unopened  renal  pelvis,  and  tcithout  section  of  the 
gland.  Especial  care  is  taken  to  examine  the  insertion 
of  the  ureter  into  the  pelvis  with  the  eye.  It  is  often 
oblique. 

(c)  Large-volumedy  rapidly-repeated,  opaque  effluxes.'^ 
The  opaque  effluxes  temporarily  obscure  the  light,  but  they 
are  always  a  welcome  object,  for  their  volume  indicates 
that  the  major  part  of  the  kidney  is  active.  They  are  of 
three  characters. 

(1)  A  bloody-coloured  efflux,  of  large  volume  and 
rapidly  repeated,  denotes  a  small  pelvic  source  of  hsdmor- 
rhage,  an  over-active,  mainly  healthy  kidney,  artificially 
stimulated  by  the  blood  or  the  cause  for  the  blood,  and  a 
healthy  ureter.  One  sees  such  a  condition  most  commonly 
in  the  hsdmaturia  of  chronic  interstitial  nephritis. 

For  examples  r.  page  385. 

(2)  A  rapidly  recurring  efflux  of  muddy  puriform  urine 
indicates  an  over-active  kidney,  stimulated  to  increased 
exertion  by  mild  pyelitis,  and  possibly  by  a  calculus  fixed 
near  the  ureteric  orifice  of  the  renal  pelvis  (r.  page  450). 

Mrs.  T.  G — ,  set.  32,  painless  pyuria,  had  had  bladder  irrigated  for 
weeks.  Mad  rapidly  issaing  in  jets  from  a  large  ureteric  orifice 
(right).  Right  nephrolithotomy;  renal  pelvis  dilated  a  little; 
an  oxalate  embedded  near  orifice  of  same.  Three  months  later 
occasional  quiet  efflux  from  right  ureteric  orifice;  urine  still  a 
little  muddy.  Left  ureteric  orifice  making  efforts,  but  "dry." 
Final  health  perfect. 

(3)  If  the  eflBux  is  rapid,  unilateral,  and  creamy  white 
(the  urine  being  chyluric),  there  is,  in  all  probability,  a 
communication  between  the  dilated  lymphatics  of  the 
renal  pelvis  and  that  resen^oir. 

M.  C — ,  a*t.  30.  Ohyluria  with  pain  in  left  kidney.  Creamy  jet 
rapidly  repeated  from  right  ureteric  orifice ;  flow  rapid  and  profuse. 
The  left  not  working;  only  occasionally  a  sluggish  puff  of  clear 
urine.    Mem. :  cured  by  tabloids  of  thymol. 

(d)  A  ''  trickle  *'  efflux  repeated  at  long  intervals. 

The  urine  issues  slowly  and  scantily  from  the  ureteric 
hollowed-out  hilum.  The  sinus  of  such  a  kidney  is  easily  and  thoroughly 
explored  by  turning  in  the  slack  of  the  pelvis  and  feeling  the  calyces. 
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oriiicc'  in  the  form  of  a  trickle.      I  never  care  tf-  ^t-*-  Hiis 
symptom  for  it  denotes  an  inefficient  kidney. 

(1)  A  purifonn  irtcJ^le, — If  it  is  a  ^'V^^^^*^  trickle  t he- 
kidney  is  crippled  by  inflammation.  The  onl}'  favourable 
form  is  when  the  trickle  is  caused  by  the  arrest  of  stone 
in  the  lower  ureter  {q,  v.,  page  477),  in  which  case  the 
kidney  may  recover  part  of  its  activity  in  time  after  the 
removal  of  the  block  to  the  channel, 

(2)  ^1  hlfMnhj-nrine  trickle  denotes  that  a  small  part 
only  of  ^  kidney,  crippled  by  chronic  interstitial  nephritis, 
is  acting,  or  more  rarely  that  a  deficient  urine  supply 
is  passing  over  and  washing  a  clot  in  the  pelvis  of  thc*^ 
kidney, 

(3)  A  Mood  trickle. — A  irickle  of  blood  denotes  a  slight 
kidney  pedvis  bleedings  the  renal  tissue  being  inefficient  or 
replaced  by  growth. 

(e)  Solid  ejffuxe^, — Solid  effluxes  are  always  grave 
indications  of  pressure  in  the  pelvis  of  an  inactive  kidney 
(either  temporary  or  permanent).  After  clearing  the 
orifice  they  break  off  in  lengths  according  to  their  con- 
sistency, and  these  sections  slide  into  the  post-trigonal 
depression. 

Fia.  102. 


CystoBCopic  diagram  of  blood-clot  being  forced  out  of  riglit  urc*t<5T. 

(1)   Blood. — When  blood  issues  in  clot^  from  the  ureter 
without  any  fluid  efflux  of  urine  (Fig.  102)  it   points   to- 
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profuse  haemorrhage  of  the  renal  pelvis ;  it  is  nearly 
always  due  to  malignant  growth  breaking  through  from 
the  cortex  into  the  pelvis.      V!de  illustration,  page  413. 

(2)  Blood  and  debris  forming  a  solid  eflBux  is  rare; 
they  are  often  grey  in  colour  from  the  admixture  of  the 
necrotic  material. 

(3)  Ph^. — Solid  tapes  or  rolls  of  white  pus  are  indi- 
cations of  the  secretory  death  of  a  suppui'ating  kidney. 
This  condition  is  so  unusual  that  I  append  an  illustration 
of  it ;  compare  other  cases,  page  464. 

F.  D — ,  set.  33,  had  been  treated  by  a  "  specialist ''  for  an  urethral 
discharge,  which  had  appeared  suddenly  and,  as  the  patient 
asserted,  causelessly.  The  diagnosis  of  gonorrhoea  was  perti- 
naciously adhered  to,  but  the  prescribed  injections  did  not  remove 

Fig.  103. 


Cyatoscopio  di:ij,'ram of  a  "pipe"  of  soft  putty-like  pud  Ix'ing pressed 
from  left  ureter. 

the  urethritis,  nor  had  the  medicine  any  effect  upon  the  extra- 
ordinary malaise  which  the  patient  experienced.  I  was  asked  to 
see  him,  and  noticed  that  his  urine  was  acid,  sp.  gr.  1024,  that  it 
contained  a  quarter  pus  and  was  not  tuberculous,  that  there  was  no 
pain,  and  no  subjective  urinary  symptoms.  His  temperature  was 
lOOo".  The  left  kidney  felt  slightly  enlarged.  He  sweated  pro- 
fusely at  night,  and  had  lost  one  brother  from  phthisis.  I  placed 
him  at  rest  and  the  pus  suddenly  ceased.  It  reappeared  on  his 
getting  up  again,  but  in  lesser  quantities.  The  temperature  rose 
each  evening,  but  the  severest  questioning  could  only  elicit  the 
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atatement  ibat  be  only  felt  **an  occasional  windy  feeling  in  liis    / 
left  loin." 

On  cystoscopy  I  and  eeveral  others  saw  a  ibick  white  pipe  of 
inspisBated  pus  being  forced  out  of  the  left  ureteric  orifice.  This 
was  jtiat  like  a  slender  tube  of  soft  macaroni  paste  being  pressed 
through  its  gauge.  As  it  slid  down  the  bladder  wall — for  the  pelvis 
was  raised — it  arranged  itself  in  coils  like  the  rolls  which  treacle 
forms  when  dropped  from  a  spoon  (Fig.  103).  I  cut  into  the  left 
kidney  aud  released  an  abscess  in  the  cortex  containing  six  ounces 
of  thick  dirty  yellow  fcetid  pus.  At  the  bottom  of  this  abscess  was 
the  roanded  opening  of  a  deep  calyx,  and  in  the  latter  a  curved 
**  dii*t  stone/'*   The  kidney  never  dischai'ged  any  nrine. 


Clin  leal  Inferences  banted  on  MarJced  Ahnonnalities  in  the 
General  Appeitrajiee  {Shape,  jStze,  and  Colour)  of  the 
Lower  Ureierle  Orifice  and  its  Surrounding  Area, 

There  is  no  doubt  tliat  in  a  certain  proportion  of  cases 
of  disease  of  the  renal  pelvis  and  ureter  a  distinct  altera- 
tion in  the  shape,  size,  and  colour  of  the  corresponding 
tower  ureteric  orifice  does  ensoe.  I  am  sure  that  sucli 
chanjLi;es  are  worthy  of  careful  study,  for  they  afford  the 
surgeon  a  valuable  indication  to  the  site  and  sometimes  to 
the  character  of  the  disease. 

But  I  do  not  vfiah  it  to  be  inferred  that  the  lower 
ureteric  uritice  rnrarttihly  sympathises  with  the  renal 
pelvis,  or  that  it  proves  an  infallible  guide  to  renal  disease ; 
still  less  do  I  wish  to  convey  the  idea  that  the  absence 
of  any  orificial  change  indicates  a  healthy  upper  urinary 
tract :  I  merely  lay  stress  upon  the  fact  that  in  a  fair 
proportion  of  cases  of  disease  of  the  renal  pehns  the 
apjiearant-e  of  the  lower  orifice  of  the  correspcuiding  ureter 
will  uffurJ  a  valuable  clue  to  the  presence  and  nature  of 
the  disease, 

Tlie  ful lowing  axioms  nmj  be  permitted. 

(1)  There  is  no  doubt  that  the  vesical  orifices  of  the 
ureters  differ  in   aspect  in   ditferent  individuals.      But  so 

*  Are  these  cidcareuiis  plates  analogous  to  the  fibroid  cretaceous 
tlefH39its  ft>imd  in  healed  phthisis  F  Are  they  evidences  of  eliromcity  in 
att-eaipt*  at  heiUini?  ? 
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slight  are  the  variations  in  appearance,  tliat  a  type  can 
be  easily  fixed  upon  to  represent  the  normal. 

(2)  Abnormal  appearances,  if  they  are  to  be  relied 
upon  at  all  for  inferential  diagnosis,  most  be  marked ; 
nay,  more,  I  think  they  should  be  strihimj, 

(3)  No  expression  of  opinion  concerning  the  abnor- 
mality of  this  or  that  urinary  orifice  should  be  accepted 
unless  the  skilled  cystoscopist  has  examined  and  compared 
both  sides. 

Clinical  Inferences. 

A.    A      MARKEDLY      VaSCDLAR      OrIFICE      DENOTES      INCREASED 

Vascularity    of  the  Pelvis   of    the   corresponding 
Kidney. 

The  lips  are  normal  in  size,  but  the  edge  of  the  orifice 
is  roughened,  and  the  interior  may  be  of  a  dull  red,  just 
as  if  it  has  been  lightly  smeared  wnth  dull  red  blood. 
Such  a  condition  is  frequently  seen  in  recent  profuse 
renal  ha?morrhage — the  haemorrhage  ha\'ing  ceased.  It 
is  not  constant ;  some  of  the  severest  renal  haemorrhages 
have  emerged  from  the  healthiest  looking  orifices.  The 
absence  of  this  appeai'ance,  therefore,  does  not  imply  that 
there  has  been  no  recent  haemorrhagfe,  it  merely  points  to 
the  absence  of  large  clots,  and  the  epithelial  abrasion  which 
ensues  as  they  are  extruded  from  the  orifice. 

Should  well-marked  vessel  twigs  radiate  from  the  very 
edge  of  one  vascular  ureteric  orifice,  the  inference  that 
the  corresponding  kidney  has  been  the  source  of  the 
recent  renal  haemorrhage  receives  corroboration. 

Still  more  certain  is  it,  if  the  lips  and  the  corresponding 
part  of  the  j^^^^^''  uret erica  be  slightly  swollen  and  finely 
stippled  Avith  red  (as  in  the  early  stage  of  acute  ure- 
thritis), for  in  this  case  clots  have  passed  along  that 
ureter  as  well  as  fluid  blood,  and  have,  by  their  size, 
evoked  a  slight  ureteritis.  This  last  condition  is  clini- 
cally corroborated  by  the  history  of  the  patient  having 
suffered  from  slight  or  severe  renal  pain   or  renal  colic. 
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nccordi ng  to  the  size  of  the  clot  and  the  duration  and 
diffieiilty  of  its  transit  along  the  ureter  (for  illustrations 
see  page  407). 

H.  An  Elonoatkd  Turgid  Orifice  like  a  Lokg  Congested 
Meatus  ok  thk  Penile  Urethra,  dk^jotes  Dilatation 

OP    THK    CORREgrONDING    ReNAL     PeLVLS,    AND    MARKS     A 

Tendency   fou    ihe    Uketeb  to   Dilate   from   abovk 

DOWNWARDS. 

If  on  contrasting  two  ureteric  orifices  it  is  noticed  that 
one  appears  elongated,  the  lips  swollen,  and  the  opening 
a  darkly  congested  fun'ow  (Pig.  104),  and  not  as  normally 
obtains — ^a  slit  (Fig.  105),  then  the  cystoscopist  may  infer 


Fig.  lak 


Fig.  105. 


Fig.  104. — ^An  elongated  tur^d  orifice,  indicating  a  dilata^ 
tion  of  the  corresponding  renal  pelvis. 
Fio.  105.— A  normal  ureteric  orifice. 

that  the  pelvis  of  the  former  kidney  is  dilated, — it  may 
be  slightly  or  enormously,  for  tlio  length  of  the  lips  of  the 
orifice  is  no  measure  of  the  dilatation  of  the  renal  ure- 
teric pelvis.  The  pelvis  onbj  may  be  dilated  and  the  nreter 
normal,  in  fact,  I  have  often  seen  the  entire  npper  third  of 
the  ureter  white  and  healthy  to  the  eye,  thongh  the  pelvis 
has  been  distinctly  dilated  and  the  vesical  orifice  of  the 
ureter  elongated  and  turgid* 
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I  have  found  this  condition  most  oft^n  in  women,  but 
that  may  be  merely  an  error  in  numbers.* 

It  must,  however,  be  remarked  that  cases  of  dilated 
renal  pelvis  exist  without  any  alteration  being  noticed  in 
the  size  of  the  corresponding  ureteric  orifice. 

Hence  the  rule,  I  submit,  should  run  as  follows : 

Marked  elongation  of  the  ureteric  orifice, — the  lips  being 
turgid,  swollen,  and  approximated  and  the  orifice  a  furrow, 
denotes  some  dilatation  of  the  corresponding  renal  pelvis, 
also  that  the  urinary  channel  is  probably  beginning  to 
dilate  from  the  kidney  downwards.  The  absence,  however, 
of  this  particular  shaped  orifice  does  not  denote  that  the 
renal  pelvis  is  not  dilated. 


c.  An  Orifice  like  an  Oval  Arch  is  the  First  Sign  of 
AN    Early  Grade   or    Dilatation    of    the    Ureter 

FROM    below   upwards. 

Occasionally  the  cystoscopist  will  notice  one  ureteric 
orifice,  even  both,  to  be  unduly  large  and  white ;  the  lips 
no  longer  exist  as  lips.  The  external  commissure  is  raised 
to  form  an  oval  arch;  the  internal  commissure  is  de- 
pressed to  form  the  floor  of  the  threshold  of  the  channel. 
The  orifice  resembles  in  miniature  the  inguinal  ring  with 
its  pillars,  and  the  channel,  which  the  eye  cannot  discern, 

*  Examples: 

Mr.  D.  Oper.,  iv,  160.    Left,  a  swollen,  elongated  lipped  fnrrow. 

Left  renal  i>elvi8  dilated,  full  of  sar- 
coma. 

Mrs.  T.  P.        „        V,  306.    Left,  a  swollen,  elongated  furrow.    A 

dilated  i>elvis,  appreciable  to  the 
finger;  hollowed. 

Mrs.  £.  „        ▼,  242.    Left,  a  swollen,  elongated  furrow.    A 

largely  dilated  i>elvis. 

Miss  R.  „        V,  295.    Left,  a  swollen,  elongated  furrow.    A 

largely  dilated  i>elvis. 

Mrs.  G.  „        V,  310.    Right,  a  swollen-lipped,  elongated  fur- 

row.   Kidney  moveable,  hollowed. 

Mr.  F.  „        V,  331.    Right,  a  swoUen-lipped,  elongated  far- 

row.   Kidney  slightly  hollowed. 
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passes  obliquely  upwards  under  the  arcli,  I  believe  this 
condition  ia  one  of  the  first  signs  of  dilatation  of  the  ureter, 
the  orifice  assuming  this  arch-like  appearance  when  the 
bladder  is  very  fall  and  the  pillars  are  stretched.  The 
appearance  changes  a  little  in  systole.  As  the  pillars 
contract  prior  to  the  ejection  of  urine  from  the  ureter  th© 

Fig.  106, 


*'  An  arched 


'  or  inguinal  ring-aliaped  orifice, 
of  dilatation  of  the  iireter. 


The  first  sign 


oval  assumes  a  round  shape,  and  the  colour  becomes  a 
duller  redp  It  is  often  noted  in  those  cases  in  wliich  one 
ureter  is  giving  way  under  back  pressure,  or  in  which 
there  is  only  one  kidney  working  for  the  needs  of  the 
body."*^  Pathologically  it  will  be  found  that  when  one 
kidney  is  doing  double  work  its  entire  ureter  is  dilated. 


♦  G. 


Mrs.  C. 


Miss  R, 

Mr.  N. 
Mr.  S. 


O.  Per.^  IV,  509.    Eight  iiret«r  arched  j   pain  occaaiotmlly 
along  right  ureter,  lower  third.     Back 
pressure  from  enlarged  prostate. 
V.    17.    Eight  arched.     Right  kidney  doing  all 
work. 
„        T,  152,    Loft  arched.   Left  kidney  the  only  kidney, 
and  it  was  hydmiiephrotic. 
V,  376.    Left  arched.  Tlie  right  was  jnovieabl©  and 
hydronephrotic. 
„        r,  162.     Left  arched.    The  ri^ht  was  moveahle. 
„        V,  1(53.     Left  arched.    Tlie  right  not  working. 


Aa  ulcerated  edged  "goif-hole"  orifice  denoting  dilatation  of  the 
ureter  and  pjelitis. 
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D.  The  Gole-hole  like  Ubetebic  Orifice  is  an  Ikdication 
OF  A  Dilated  Ubeteb  (PL  XIII,  figs,  a,  b). 

(a)  Non-inflamed. — ^In  some  cases  the  ureteric  orifice 
will  be  noticed  to  be  distinctly  open.  The  orifice  is  rounds 
and  the  edge  thick.  The  central  channel  being  in 
shadow,  will  be  blacky  but  the  lips  have  disappeared,  and 
the  mouth  is  so  obviously  open  that  the  cystoscopist  can 
almost  hazard  a  guess  what  size  catheter  can  enter  the 
orifice  Avithout  unduly  stretching  it.  The  opening  may  varj- 
in  size  from  Oto  Q,  but  it  is  not  inflamed.  The  inference 
which  may  be  safely  drawn  is  that  there  is  a  fair  degree 
of  dilatation  and  atony  of  that  ureter.  If  the  edge  of  an 
open  ureter  is  noted  to  be  wavy  or  crenated  in  shape,  it 
indicates  a  high  grade  of  atony,  but  not  necessarily  a  high 
grade  of  dilatation ;  in  fact,  the  conformation  of  the 
ureteric  orifice  in  any  case  is  no  guide  to  the  degree  of 
dilatation  of  the  ureter,  for  that  tube  may  be  the  size  of 
a  child's  small  intestine,  and  yet  the  orifice  of  the  ureter 
may  be  only  moderately  patulous,  and  flaccid. 

(b)  Inflamed  and  ulcerated. — If,  however,  the  edges  of 
the  patulous  "holed'*  orifice  are  red,  swollen,  and  excoriated 
(PI.  XIII,  fig.  b),  pyelitis  is  obviously  present,  and  it 
may  be  safely  argued  that  destructive  pyelo-nephritis  of 
that  side  exists  in  addition  to  the  dilatation  and  atony  of 
the  ureter.  Here,  again,  the  appearance  of  the  ureter 
conveys  no  knowledge  of  the  amount  of  destruction  which 
has  taken  place  in  the  kidney,  nor  of  the  working  capacity 
of  the  gland.  Generally  such  a  kidney  is  useless,  and  it 
vriW  not  be  adN-isable  to  leave  it.  One  of  the  most  striking 
cases  I  have  had  was  sent  to  me  in  1897  by  Dr.  Gordon 
Dill  of  Brighton  and  Dr.  Ivors,  of  Tonbridge.  The  right 
ureteric  orifice  was  the  size  of  a  12  E  catheter  gauge,  and 
out  of  it  came  an  occasional  clump  of  pus  (Fig.  107).  1 
removed  a  small  kidney  riddled  with  abscesses,  evacuaring 
at  the  same  time  a  large  abscess  which  lay  between  it  and 
the  liver.     The  ureter  was  a  large  slack  open  tube  filled 

24 
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with  phosphatic  debris.  If  the  orifice  is  large,  and  the 
edge  is  of  a  dull  white  like  inlaid  wax  wliilst  the  sur- 
roniuling  area  is  reddened,  the  operator  may  expect  to 
find  periureteritis.  In  which  case  the  ureter  may  he 
found  transformed   into   a   thick   cord   like  a  giant    vai« 


Fig.  107. 


An  tmuaually  large  patult^us  orifice,  denoting  atony  of  pelvis 
and  ureter, 

deferenSj  a  condition  whicli  is  typical  of  a  rare  form  of 
reno-ureteric  tuberculosis.  This  will  be  considered  more 
particularly  under  the  head  of  ureteric  tuberculosis  (page 
488). 

R.   Small,    PtrcKKRED,    Distorted,  Wahpkd    URtiTERic 
Orificeb  dknote  Pre-existino  Erosive  Urktkritis. 

Occasionally  an  orifice  will  be  noticed  to  be  very  small 
and  irregular  in  outlinOj  perhaps  divided  by  a  bridge 
of  tissue  into  two  minute  holes*  This  is  nearly  always 
due  to  the  scarring  of  pre-existing  ulceration,  and  the 
ulceration  is  always  the  outcome  of  inflammation  of  the 
ureter  or  pelvis  (Fig,  108) ,  It  might  bo  thought  that  u 
small  stone  lodged  at  the  orifice  would  cause  ulcerative 
changes  and  subsequent  distortion  in  the  outline  of  the 
opening.  This  is  a  possible  cause,  but  I  have  never  met 
with  it,  for  a  prolonged  retention  of  stone  partly  in  and 
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partly  out  of  tlw  ureteric  orifice  is  extremely  rare.* 
Occasionally  the  piiekerod  tjHHce  will  be  red,  a  sure  sign 
of  recent  acute  attack  of  ureteritis  or  pyelitis.  The 
adhesion  of  an  ulcerated  lip  xuaj  be  so  extreme  as  to  dam 

Fio.  108. 


A  narrofw  orifice  with  a  puclcered,  Lrregtilar  oatlme,  denoting  ft 
post  «tage  of  severe  pyelitis. 

back  the  urine,  and  thus  lead  to  one  form  of  so-called  cyst 
of  the  ureter  {m*h*  pftge  365), 

r.    OriFICIAT.   PaIMLLOMATA   MABK    ChkOXIC   iBRlTATtKe 
DiSLlTAItOICU    FROM    THE    UrKTER, 

Small  papillomata  or  cockscomb  warts,  in  size  from  that 
of  a  pin's  head  to  that  of  a  small  pea,  are  but  seldom  seen 
on  the  lips  or  edges  of  the  ureteric  orifice.  When  situated 
at  the  oriBce  they  are  indications  of  irritation  of  a  severe 
type  in  the  corresponding  ureter  or  kidney.  It  is  especially 
important  to  note  this  because  the  surgeon  is  apt  to  con- 
sider the  haemorrhage  complained  of  (for  there  is  usually 
hiematuria)  to  be  of  vesical  origin,  and  advise  removal  of 
these  sentinel  warts.  To  adopt  such  a  course  will  only 
prove  disappointing,  for  tlie  surgeon  will  be  unable  to 
remove  such  minute  patches  cleanly. t     In  the  first  place 

*  See  cases  of  this,  p.  474. 

t  UnleM  of  courso  ho  iifte«  »  specnlimi  and  &  stixtag  heftd  lights 
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y  be  able  to  feel  them,  and  if   be  scrapes 
irea  haphazardly  he  will  merely  inflame,  hy 
B  ureter  of  the  damaged  kidney,  and  conse- 
-^  erate  the  disease  of  which  the  warts  are  only 

the  tenmnai  expressions.  I  have  known  these  sentinel 
warts  to  occur  in  ureteric  stone  (four  instances),  in  growth 
of  the  kidney  (two  cases),  and  in  chronic  interstitial 
nephritis. 

A   Fallacy, 

The  everted  ring  of  mucous  membrane  in  partial  pro- 
lapse of  the  ureter  is  nearly  always  tufted  with  isolated 
papillse,  or  distended  bottle-shaped  glands.  These  look 
like  papillomata.  They  are  mere  evidence  of  cedema  and 
gland  blockage. 

o.  (Edema  of  the  Ureteric  Ouikice  is  a  Sign  of  Stone 
Arrested  in  the  Termination  of  the  Uketer,  or  of 
Acute  Descending  Renal  Tcberculosis. 

CEdema  of  the  ureteric  orifice  is  a  difficult  condition  to 
describe,  but  when  seen  its  character  is  obvious  and  its 
appearance  is  not  easily  forgotten. 

The  actual  orifice  is  indistiiiguisliablc  ;  it  is  lost,  buried 
in  a  small  irregular  mound  of  a'deina  ;  and  as  the  light 
strikes  the  side  of  the  ])rotul)eraiice  tlie  rays  tran.s- 
illuminate  the  edge  and  show  its  c(»loui'less  myxomatous 
aspect  to  perfection.  Here  and  there  fine  red  stria^  mark 
the  position  of  vascular  twigs.  Its  ])osition,  its  compara- 
tive minuteness,  its  extreme  trausluceiicv,  the  glisten  of 
the  oedematous  surface,  and  the  fine  markings  or  creases 
which  cover  the  convex  surface  should  be  sufiicient  to 
prevent  the  cystoscopist  from  diagnosing  villous  growth.* 
The  condition  is  a  rare  one.  I  have  met  with  it  in 
descending  stone,  when  the  calculus  had  blocked  the 
vesical  section  of  the  ureteric  tube,  and  by  its  size  had 
interfered  with  the  l)lood-supply  (]>.  472).  T  have  also 
met  with  it  in  acute  descending  renal  tuberculosis  (p.  511). 
•  I  have  seen  cystoscopists  fall  into  this  en'or. 
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H.  Conical   PROxursioN   of   the   Ubbteric  Orifice   as  a 

WHOLE     USUALLY     POINTS    TO     BeNAL     StONE    WHICH     18 

EVOKING  Colics. 

I  have  already  drawn  attention  to  the  slighter  forms  of 
a  protruding  orifice  under  the  head  of  ureteric  cone,  page 
101 ;  but  it  is  necessary,  for  the  sake  of  completeness,  to 
allude  to  it  here. 

In  certain  cases  of  stone  in  the  kidney  there  is  very 
slight  swelling  of  the  lips,  so  that  the  orifice  protrudes  as 
a  whole  as  an  obtruncated  minute  cone.  If  the  bladder  is 
not  fully  distended  the  conical  swelling  is  more  marked. 
In  the  centre  of  the  flattened  apex  will  be  noticed  the 
open  ureteric  orifice.  The  light  shines  through  the  cone, 
causing  it  to  assume  the  red  colour  of  vascularity.  The 
clinician  will  remember  that  the  appearance  is  not  common, 
that  the  "  cone ''  is  very  small,  that  it  must  not  be  con- 
fused with  the  ccdematous  orifice,  for  this  latter  not  only 
involves  the  orifice  but  the  surrounding  area  as  well ; 
nor  with  eversion  or  rolling  out  of  the  mucous  membrane 
of  the  lower  end  of  the  ureter,  see  below  (i)  ;  and  finally 
that  when  it  is  marked  it  indicates  some  focus  of  irritation 
in  the  renal  pelvis,  which  will  probably  prove  to  be  an 
aseptic  stone. 

I.   Pkolapsk    of    Ukkieric   Orifice. — The    Minor    Grade 

CONSISTS    IN    MERE    EvERSlON  OF  THE  URETERIC  OrIFICE 
(PI.  XIV). 

The  cystoscopist  will  occasionally  remark  a  little  eversion 
of  the  mucous  membrane  of  the  ureteric  orifice.  It  is  a 
condition  readily  appreciated,  and  it  may  be  noticed  only 
during  the  relaxation  of  the  diastole  of  the  ureter,  or  it 
may  be  present  even  during  the  systole.  It  is  analogous 
to  the  rolling  out  of  a  lax  rectal  mucous  membrane  in 
defaecation,  and  it  may  be  construed  as  being  caused  by 
reflex  expulsive  efforts  of  the  ureteric  muscles  to  rid  the 
tube  of  some  irritant.     I  have  met  with  it  in  several  cases 
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of  stone  ill  the  lower  ureter.  In  tlie  iiiiiior  grades  it  may 
right  itself  spontaiu'ously  in  tlu-  course  of  niontha  ;  thus 
in  one  case,  a  male  patitnit,  in  whom  the  prolapse  was 
severe  and  the  e version  about  an  eighth  of  an  inch  iti 
lengtli  (FI.  XIV),  a  spontaneouB  cure  was  noted  and 
maintained  for  a  year. 

Ureteric  prolapse  [like  the  rectal  trenion  in  a  horMenfim*  defn^caiion) ; 
entire  recovery, — H.  L — ,&  jonng  soldier  ii^t.  20*  Sent  to  me  by  tht? 
late  Sta if  Surgeon  H.  Jackson,  in  January  189S. 

A  four  months'  history.  Onset:  diurnal  fVequejicy  and  glans 
paiu  after  mieturition  ;  then  nocturnal  Irequencj  ;  then  a  quaatitj 
of  blood  towards  tlie  t!nd  of  the  act.  Since  this  attack  the  liaama- 
turia  has  rj^cu ned  at  intervals.  Exercise  bad  no  appreciablo  effect 
un  tbe  pain  or  blood.  There  was  no  hirabnr  or  groin  pain.  He* 
noticed  that  Lis  urine  stream  stopped  suddenly.  Urine  1018,  acid; 
pus;  no  tubercle*  no  testis  or  prostatic  tubercle. 

Cyatotcopy, — Orifice  of  left  ureter  a  swollen,  tumid  rijag  of  pro* 
lapsed  everted  mucous  membrane,  exactly  like  the  anu3  of  a  horse 
after  delk^cation.  From  tbe  centre  of  this,  where  the  orifice  would 
he,  issued  a  white  thread  of  pus,  which  ovt*r lapped  the  ridge  and 
fell  on  to  the  inter- ureteric  bar  and  trigone.  No  other  patho* 
logical  change  in  bladder.  Cuuse  of  condition  nnknown.  To  be 
placed  on  hexamethylene  tetramine,  gr.  v,  ter  die,  for  three  months. 

Cy$ioscopij.—MnYch,  1898. — No  prolapse.  Orifice  sound  and 
8tualL 

Beport:  March,  1S99.— In  good  health. 

March,  1900. — In  good  health. 

March,  1901.— Lost  trace  of  patienL 


J»    PROLAI^SK    OF    THK    LoWKU    llKtUtJ:,    THK     SlSVttBK     GraDR. 


Cases  arc  on  record  in  which  the  ever.sion  and  prolapse 
of  the  mucous  membrane  of  the  ureter  through  its  orifice 
were  so  marked  as  to  deceive  and  tempt  tiie  surgeon  to 
ligate  the  protrusion  in  the  belief  tlmt  it  was  a  vesical 
growth.  Thus  Mr.  DaWes  Col  ley  ^  reports  the  case  of  a 
female  infant  aged  eighteen  months  in  which  such  an 
ureteric  prolapse  was  found. 

•  'Path.  Trana.,'  voL  xxx,  1S7(^  p.  310. 


Kvomioii  of  the  ureteric  oriftco  (Keen  from  in  front  ftod  from  ihe  side) 
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A  soft  mass  of  a  diDgy  reddiah-porple  cv>K>iir.  nUmt  oao  inoli 
long  and  half  an  inch  thick,  was  teen  protruding  fivm  tUo  r\llv«. 
The  child  had  been  latelj  noticed  to  strain  a  gi>od  deal  on  making 
water.  The  flaccid  reddish  protmaion  was  readilj  unfoldinl,  and 
ascertained  to  be  the  shape  of  a  fUnnel,  the  neck  of  which  was 
placed  within  the  nrethra.  The  aperture  of  the  fUnnel  foriuod  a 
circle  one  and  a  quarter  inches  in  diameter;  its  neck,  which  lay 
within  the  urethra,  was  not  quite  half  an  inch  in  diameter,  but 
when  it  was  not  upon  the  stretch,  it  shrank  to  so  small  a  sice  that 
it  did  not  fill  up  the  whole  of  the  urethra,  which  was  not  uousualljr 
large.  The  edge  of  the  funnel  was  about  an  inch  distant  from  the 
meatus  urinarius,  except  posteriori j,  where  there  was  an  interval  of 
half  to  two  thirds  of  an  inch.  The  walls  of  the  funnel  were  nearly 
a  quarter  of  an  inch  thick,  soft,  shining,  and  of  a  reddish -purplit 
colour,  and  resembled  in  appearance  congested  omentum.  A  pn)b«> 
could  be  passed  into  the  bladder  through  the  meatus,  and  oould 
then  be  moved  nearly  all  round  the  neck  of  the  funnel,  but  not 
quite,  from  which  it  appeared  that  a  part  of  the  funnel  grew  from 
the  posterior  wall  of  the  urethra.  The  little  finger  was  introduces 
into  the  ragina,  and  the  os  uteri  could  be  felt  in  its  normal 
position.  A  female  catheter  was  next  passed  into  the  funnel.  It 
went  up  about  five  inches  towards  the  left  side  of  the  alxl'iminal 
cavity,  and  gave  exit  to  four  or  five  ounces  of  very  fcetid  pun.  The 
catheter  was  introduced  into  the  urethra,  and  drew  off  al>out  two 
ounces  of  clear,  inodorous  urine.  The  neck  of  the  protrusion  wa« 
ligatured,  and  the  mass  cut  off.  The  child  died  nine  days  afUrr. 
Autopsy  revealed  that  the  mucous  membrane  which  surrouo4#«l 
the  orifice  of  the  left  ureter  had  prolapsed,  probably  under  tb** 
combined  influence  of  a  renal  calculus  and  great  straining,  and  bad 
been  ligated  and  removed. 

I  do  not  know  of  any  case  of  w^vere  prolapse  of  the 
ureter  being  diajrno»ed  by  the  cysto»ico|>e  and  operated 
upon.  It  is  true  tliat  one  or  two  iM^lated  cavfn  in  the 
male  are  to  W  met  with  in  the  literature,  lal/ellifd  "  pro- 
lapse of  the  ureter,"  and  that  recent  aathorii  havt;  a/;^x'pte^J 
the  diagnosis  without  queistion,  and  have  quoU-d  tlie  <;a*w?a^ 
but  careful  analysia  of  tlie  description  n*ther  di*qtta!ifiea 
the  term  of  "  prolapse." 

Several  of  the  KO-called  "prolapsed  creter>  "  are  eri-- 
dently  due  to  l>a]]ooning  of  the  ureteric  onfif;e — the  m^ 
called  cv-tic  hwellinjr  of  the  lower  ureter,  a  condjti'^j  fHfj 
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dissimilar  to  prolapse.  I  have  entered  into  this  subject 
somewhat  fully  in  the  next  chapter,  pago  366,  but  I  may 
mention  here  that  it  consists  in  the  appearance  of  a  long*, 
finger-shaped^  cjst-Iike  mass  from  the  position  of  the 
orifice  of  the  ureter,  that  the  orifice  is  pin-point  in  size, 
and  therefore  bulged  forward  by  the  pressure  of  urine 
behind  it,  that  the  swelling  is  usually  of  a  pale  grey  or 
glistening  white,  being  composed  of  thin  mucous  mem- 
brane, and  that  not  infrequently  small  stones  are  found  in 
the  cyst  or  in  the  ureteric  tube.  It  merely  needs  cutting* 
off,  and  this  may  be  done  without  danger,  but  a  true 
prolapse  is  very  different.  Here  the  orifice  of  the  ureter 
is  larye :  tlie  ureteric  mucous  membrane  slips  through 
and  turns  inside  out.  If  it  is  cut  through  to  any  great 
vxtent  the  tube  may  retract,  and  subperitoneal  or  peri- 
toneal extravasation  of  urine  ensue. 


CHAPTER    XIX. 

RARE   ABNORMALITIES   IN   THE    TERMINATION    OF    THE    LOWER 
SECTION   OP   THE   URETER. 

Certain  rare  conditions,  principally  of  congenital  origin, 
which  affect  the  lower  orifice  of  the  ureter  have  now  to  be 
considered.  They  will  only  be  met  with  occasionally  in 
cystoscopy,  but  their  recognition  is  of  importance  in  the 
conservative  surgery  of  the  kidney.  The  following  three 
rare  abnormalities  merit  a  brief  notice.  The  ureter  may 
be  double  throughout  its  course,  and  it  may  then  terminate 
in  two  orifices,  a  double  patent  orifice ;  or,  secondly,  one  of 
these  canals  may  end  "  blind ''  under  the  trigone,  and  then 
it  will  dilate  into  a  cyst,  which  will  mark  and  complete  its 
end ;  or,  thirdly,  one  of  the  ureteric  orifices  may  be  so 
minute  that  the  pressure  of  the  urine  on  the  lower  section 
of  the  tube  swells  out  its  termination  into  a  bulb  or  cyst, 
the  so-called  "  cyst  of  the  ureteric  orifice.'* 

A  Double  Ureteric  Orifice;   Twin  Ureters  {both  Patent). 

Two  ureteric  orifices  on  one  side  will  be  rarely  en- 
countered ;  when  this  condition  is  met  with  it  should  dt 
once  engage  serious  attention,  for  the  chances  that  th^ 
corresponding  kidney  will  be  found  affected  by  inflam- 
matory changes  are  great.  A  few  words  relative  to  the 
anatomy  of  this  condition  are  perhaps  necessary.  From 
a  surgical  standpoint,  says  Max  Brodel,*  all  forms  of 
kidney  pelves  may  be  classified  into — (1)  true  pelves,  with 
major  and  minor  calices;  (2)  divided  pelves  where  there 
is  no  free  communication  possible  between  all  the  calices 
inside  the  kidney. 

*  Max  Brodel,  'Johns  Hopkins  Hospital  Bulletin/  No.  118,  p.  10. 
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The  kidney  with  the  divided  pelvis  is  not  often  met 
with.  As  a  rule  it  preserves  its  foetal  lobulations,  and 
has  an  abnormal  arterial  circulation  ;  the  division  between 
the  individual  sections  of  the  pelvis  is  generally  marked  on 
the  surface  by  a  deep  groove  (Fig.  109),  thus  causing  the 
appearance  as  though  there  were  two  separate  kidneys,  one 
on  top  of  the  other.  Frequently  they  are  indeed  separate 
organs,  as  far  as  their  secretory  function  and  their  arterial 
circulation  are  concerned.     The  divisions  of  the  divided 

Fio.  109. 


Left  kidney  with  typical  form  of  divided  pelvis.  The  two 
divisions  of  the  pelvis  are  separated  by  an  area  of  cortical 
substance,  a.    (Max  Br5del.) 

pel\4s  generally  unite  into  a  common  ureter  (Fig.  109).  In 
rare  instances,  however,  the  divided  pelvis  has  correspond- 
ing ureters,  and  the  double  ureters  enter  the  bladder  near 
the  usual  site.  But  a  careful  examination  of  the  scanty 
literature  of  double  ureter  will  show  that  there  is  a  rule 
for  the  position  of  the  twin  orifices,  and  this  to  the  cysto- 
scopist  is  of  some  importance. 
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Thus  the  ureter  draining  the  upper  and  smaller  part  of 
the   kidney   opens   lower  in  the  trigone  than  the   ureter 


Author's  case,  to  depict  rule  for  position  of  the  opening  of 
doable  meters. 

draining  the  lower  and  larger  section  of  the  kidney  (Fig. 
110).  The  question  is  more  fully  dealt  with  on  page  864, 
in  which  cystic  termination  of  the  lower  ureter  is  dis- 
cussed,  but   at    present    a   case    which    occurred  in   my 
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aged  65  who  had  died  of  typh#id  fever,  and  who  had 
suffered  from  retention  of  urine  during  the  last  few  days 
of  his  life.  Although  Lilienfeld  did  not  correctly  inter- 
pret this  case,  yet  the  description  permits  of  the  case  being 
classified  as  an  instance  of  the  blind  termination  of  a 
supernumerary  ureter  (Grosglik). 


No  changes  in  the  left  kidney  and  the  corresponding  ureter. 
At  the  apex  of  the  right  kidney  was  found  a  formation  resembling 
a  supra-renal  capsule  in  form  and  size.  It  was  intimately  connected 
with  the  kidney,  and  filled  with  brown  fluid ;  its  walls  were  covered 
on  the  inside  by  a  thick  layer  of  calcareous  deposit. 

Fig.  111. 


Lilienfeld's  case  of  cyst  near  orifice  of  double  ureter.  The  divided 
kidney-pelvis,  and  double  ureter  are  shown.  One  ureter  ended 
at  normal  postion,  the  other — the  supernumerary — terminated  in 
a  blind  cyst  which  projected  from  under  the  trigone. 

At  the  inner  and  lower  surface  of  this  formation  arose  a  blind 
tortuous  canal  which  led  towards  the  bladder,  together  with  the 
ureter,  issuing  from  the  kidney  (Fig.  111).  The  normal  ureter  then 
pierced  the  bladder  wall  in  the  usual  situation,  while  the  other 
canal  did  not  communicate  with  the  bladder,  but  opened  into 
•*  another  little  bladder  " ;  the  latter  lay  in  the  region  of  the  trigone, 
and  partly  overlapped,  by  means  of  a  small  outgrowth,  the  open- 
ing of  the  neighbouring  ureter.  The  little  bladder  became  gradu- 
ally narrower  downwards,  and  its  apex  reached  the  verumontanum. 
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Both  **  little  bladder  "  and  tortuous  canal  were  filled  with  a  brownish 
rtuid.  Both  surfaces  of  the  **  little  bladder  "  were  covered  by  mucous 
membrane,  between  which  a  few  muscular  fibres  were  found  in  the 
connective  tissue.  The  *'  little  bladder ''  ended  blindlj  and  did  not 
•communicate  with  the  urinary  bladder. 

Eppinjrer*  describes  the  case  of  a  man  aged  22,  in 
whom  the  lower  segment  of  the  ureter  had  pierced  the 
bladder  muscle  in  the  usual  situation,  and  ran  beneath  the 
mucous  membrane  in  the  direction  of  the  ejaculatory 
duct,  with  which  it  communicated  along  the  correspond- 
ing IoIh^  of  the  prostate.  The  ureter  for  the  whole 
length  of  this  track  formed  a  cyst  with  thin  transparent 
walK  which  was  covered  in  front  by  nmcous  membrane, 
and  was  l^icked  behind  by  the  muscular  coat  of  the 
bladder. 

/?ii/.V<«*Mni<7  or  f/i«"  Cnhric  Onrice  {so-^alhd  "  Cy-v^ ''  ^ftht 
LK^icer  Stt^iion  of  the  Urettric  Tub^), 

SiMv.ewhat  allied  to  the  prx>lapse  of  the  ureter  in 
appearance,  but  differing   from    it   in  its  causation  and 

trt\^::::t:.r,  i>  the  >->-ca!]ed  cystic  d:>:e:i>ion  of  the  !c>wer 
s.  ^r.:-.:.:  of  :he  i;rv:':er — a  ocr.Jiiion  whic::  :<  vierer.vier.:  ■•:: 
:ho  V^:::d  :er:i::::i»:i:::  of  :::a:  cana^  or  •:::  c  m^rviiiTa! 
•..^^•rr. 'v:::^:  :f  :t>  •  r^r.ce.  O.^^asiona'/.y  tho  'wer  rridcr: 
f  ::'.v  ur\:or  :>  vxtre^ir.y  :::ir.;::e.  <^:    :::   the    >:it*    :f   a 


;'::.Y   a: 


»»   w  -»-. 


'  .-i  >■.».». 


:\;rtt^i  hy  :t  :>  at  r.r^t  rxr«er.iri  .:: 

.irvn  tht  thir.  ani  'ax.  ~:-."  tif-r/.rt: 
7h:>   VoTt   cra'.lt:a''v   i.:  :~:rf>  thf   : 
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for  it  may  have  that  glistening  pearl-grey  appearance 
so  characteristic  of  fluid  inside  of  a  fibrous  envelope,  but 
ugrually  it  is  of  a  reddened  mucous  membrane  colour.  It 
is  distincruished  from  prolapse  by  its  shape.  A  section  of 
this  cyst-like  structure  shows  it  to  be  lined  inside  by  the 
mucous  membrane  of  the  ureter,  whilst  its  external  layer 
is  composed  of  the  lining  of  the  bladder. 

The  condition,  in  fact,  reminds  one  forcibly  of  the 
ballooning  of  the  prepuce  during  urination  in  a  boy  who 
has  congenital  phimosis  of  a  severe  grade.  I  submit 
"  ballooning "  is  the  proper  term  to  use  for  this  abnor- 
mality, and  that  the  designation  of  cyst  is  not  only 
inappropriate,  but  misleading.  One  of  the  earliest  and 
best  illustrations  of  this  abnormality  is  recorded  by  Sir 
Thomas  Smith  *  in  1863,  under  the  title  of  prolapse  of 
the  ureters  into  the  bladder. 

A  Dian.  apparently  the  subject  of  stricture,  perinseal  fistula,  and 
pyuria,  was  operated  upon  by  Sir  James  Paget,  and  died  with 
symptoms  of  ursemia. 

On  opening  the  cavity  of  the  bladder,  which  was  much  hyper- 
tropbied,  one  or  two  mucous  sacculi  were  found  protruding 
outwards  between  the  muscular  fibres.  The  vesical  ends  of  both 
ureters  were  found  to  be  prolapsed,  forming  pendulous  pouches, 
into  its  cavity  (Fig.  112).  The  opening^  of  the  ureters  were 
reduced  to  mere  pin-hole  apertures  situated  on  the  most  prominent 
part  of  each  pouch  (through  these  bristles  have  been  passed  in  the 
specimen).  The  pouch  formed  by  the  left  ureter  was  the  larger; 
that  formed  by  the  right  enclosed  a  stone  about  the  size  of  a 
oobnnt.  The  ureters  were  each  about  an  inch  in  diameter,  and 
their  walls  were  greatly  thickened;  the  kidneys  were  enormously 
dilated,  being  each  about  nine  inches  long ;  their  secreting  struc- 
ture wasted,  and  their  distended  pelves  containing  purulent  urine. 
The  left  kidney  had  within  it  two  irregularly  shaped  calculi 

Dr.  Burckhardt,  of  Basle,t  has  met  with  a  similar  double 

•  Cf.  St.  Bartholomew's  Hospital  Museum,  No.  2367;  'Path.  Trans.,* 
vol.  xiv,  1863,  p.  185. 

t  Burckhardt, '  Centralblatt  f  Or  allgem.  Pathologie  und  pathologische 
Anatomie,*  Bd.  viii.  No.  4.      A  man  set.  62,  who  had  died  of  pneumonia 
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protrusion  of  the  lower  ureteric  segmentj  but  with  these 
two  exceptions  the  literature  only  contams  unilateral  affec- 
tions. I  have  on  four  occasions  met  with  this  condition 
on  cystoscopy.  In  every  instance  there  was  no  hesitation 
about  the  diagnosis ;  the  globular  protrusion  in  each  case 

Tm.  112. 


Sir  J.  Fftget*8  case  of  cysts  of  ureteric  orifices,  recorded  by 
Sir  Thomas  Smith. 


being  obviously  ureteric^  also  pale,  white,  and  cyst-like  in 
aspect.  My  first  case  was  that  of  a  lady  aged  forty-seven, 
brought  to  me  by  Dr.  Bower,  of  Hendon. 


and  lieart  dijiease-     Both  urot<>ric  orifices  were  narrowed  and  formed 
cystic  Bwellings» 


ELECTEIC-LIQHT    CYSTOSCOPY* 


369 


Slie  Buffered  from  grinding  pains  along  both  ur«ter8  (?  colic),  and 
e£tT«me  agonj  along  the  urethra  after  micturittOD,  the  act  being 
frequent.  There  was  mncli  pus  in  the  urine,  but  it  varied  in 
amonnt,  aa  pjelitio  pua  usnallj  does. 

On  cystoscopy  I  found  the  right  ureteric  orifice  ballooned  to  the 
size  of  a  large  tp/nfe-coloured  walnut  (Fig.  113).    The  left  orifice 

Fm  113, 


Atithor^B  ca«e  of  ballooned  right  ureteric  orifice. 

wan  not  enlarged.  I  first  explored  the  left  renal  pelvis,  finding  it 
slightly  dilated  by  a  narrowing  at  its  outlet.  The  ureter  was 
healthy. 

The  right  renal  pelvis  was  then  opened.  It  was  markedly 
dilated,  the  pelric  wall  was  much  thickened,  and  the  upper  ureter 
dilated.  The  middle  section  of  the  ureter  did  not  seem  enlarged ; 
a  bongie  was  passed  along  it  to  the  bladder.   No  stone  was  present. 

25 
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Finxilj  Out  baII«»Qai  proar[ia£:ii  of  dL-»  ri^c  nrecene  orifice  wms 
ctit  oif  with  cuitisz  f  jrc«c«  i&trod::ci£«i  tKr:-c^  ehe  nretkrm*  so  a* 
to  akilo^r  fir««  drazna^  co  ta-*  riz^z  ki'izL<eT.  Tke  Udj  reeorered 
r»p£<ilT  and  •^>aipl;:t«lj.  Th<e  sniper  UA-Iike  procnuioii  looked  red 
after  it  waj  removal,  and  oijold  be  slipped  orer  tlie  terminal  phalanx 
of  the  thumb  Like  a  gloTe ;  the  orifioe  was  towards  one  side  and  pin- 
hcled. 

Jolj,  1^». — ^Pree  from  all  symptoms  and  welL 

JnlT,  1901.— Free  and  well. 

April,  19»>2.— Free  and  we:i. 

This  demonstrated  to  me  that  only  one  ureteric  orifice 
may  be  affected ;  that  stone  in  the  kidnev  was  not  of  neces- 
sity an  accompaniment  of  the  ball<»ning^  and  hence  not  the 
canse  of  the  protmsion. 

J.  S — ,  at.  51,  was  broaght  to  me  for  difficolt  nrinadon,  sudden 
arrest  of  stream,  and  pelric  pain  daring  the  act.  His  history  waa 
as  follows. 

Sixteen  years  ago  an  attack  of  painless  haemataria.  Ten  years 
ago  another  hsmatnrial  attack.  Then  gradoal  pain  in  right  kidney. 
Recurrent  attack  of  difficulty  in  micturition.  Sadden  stoppagea  in 
the  stream ;  finally  retentions,  which  hare  to  be  relieved  by  catheter. 
The  right  kidney  was  feelable  and  tender.  No  stone  coald  be 
detected  '^X  ray),  but  on  cystoscopy  a  very  remarkable  condition 
was  revealed.  The  bladder  was  finely  trabeculated,  but  strikingly 
white  and  healthy,  except  in  the  right  ureteric  area.  Springing 
from  the  area  of  the  right  areteric  orifice  was  a  finger-shaped  mass 
ab^jut  one  and  a  half  inches  long  (Plate  XV).  The  cylinder  was 
of  a  pale  pink ;  it  was  covered  with  mucous  membrane,  on  which 
could  be  traced  marking  of  trabeculated  muscle.  I  cut  it  off  through 
a  supra-pubic  opening.  No  stone  came  down  the  ureter.  He  re- 
covered promptly. 

I    Haw  my  next   case  with   my  colleague,  Mr.  Harold 
Barnard. 

A  man  wt,  33.  He  was  suffering  from  occasional  attacks  of 
haimaturia  accompanied  by  pain  at  the  end  of  micturition.  The 
blood  appeared  at  the  conclusion  of  the  act,  and  was  due  to  "  forcinj; 
out  something."  The  pain  was  of  a  scalding  character  along  the 
urethra  and  ut  the  left  external  abdominal  ring;  the  stream  had 
occasionally  stopped  in  the  middle  of  the  act.    The  left  ureteric 


PLATB   XV, 


^ 


Cyslic  distention  (iMmooaing)  of  ureteric  orifioe  Bimiil&tmg 

EversioB  ftod  prolapse  of  the  lower  ureter.     (Aathor'§  Cfiae.) 

Combined  cystoiioopic  view. 


DtL  amd  ChrmrnhLUk:  &y  Bak  Jt  Dttmidmon,  t44. 
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orifiee  was  protniding  m  a  aac-like  form  (ballooned),  about  the  size 
of  a  monkey- nut.  It  was  interesting  to  notici?  bow  ei-ect  and  dis- 
tended and  pale  it  became  as  it  filled  after  eacb  ureteric  peristaltic 
wave,  and  bow  it  si  owl  j  collapsed  as  the  urine  escaped  into  the 
bladder  from  the  pin-point  hole.  The  patient  improved  as  the 
cystitis  subsided. 

Six  months  later  he  pronounced  himself  "  cured," 

I  was  enabled  by  my  colleague^  Mr.  Swinf ord  Edwards, 
to  examine  a  fourth,  and  a  very  typical  case  in  a  man 
set.  45.  He  bad  been  suffering  for  seven  years  witb  a 
right  lumbar  pain,  and  latterly  had  irritable  bladder  and 
penile  pain.  A  stone  could  be  felt  per  rectum  high  up  in 
the  right  ureter.  It  came  through  into  the  bladder  after 
the  cystic  bulging  had  been  cnt  off  through  a  supra-pubic 
wound. 

Mr.  P.  J.  Freyer  reports  a  case  *  in  which  cystoscopy 
"revealed  a  smooth  tumour,  the  size  of  a  walnut,  with 
thick  rounded  pedicle,  growing  from  the  right  side  of  the 
base  of  the  bladder." 

Supra-pubic  cystotomy  was  performed.  The  tumour, 
the  size  of  a  walnut,  smooth  on  the  surface  except  at  the 
apex,  where  a  small  papilloma  was  growing  from  it,  was* 
attached  by  a  round  tense  pedicle  to  the  bladder  wall 
near  the  right  ureteric  opening-  On  twisting  off  a 
portion  by  forceps  and  then  drawing  the  tumour  into  the 
abdominal  wound  it  was  found  to  be  cystic^  and  contained 
two  nric  calculi,  one  the  size  and  shape  of  a  nutmeg,  the 
other  the  size  of  a  large  pea,  the  two  weighing  42  grains. 
The  patient  did  well. 

Another  operation  case  is  that  of  Dr.  GroBglik,t  con- 
tained in  an  able  lecture  on  the  subject  delivered  before 
the  Warsaw  Medical  Society,  February  26th,  1901,  and 
from  this  communication  I  have  obtained  additional  facts 
relating  to  the  subject. 

•  *•  Obecore  Cystic  Tumour  of  the  Bladder  ocmtftiBiiig  Two  CalciLli/' 
'Trans.'  BoyiU  Medical  and  Chirurg^cal  Society,  Nov.  9th,  1897. 

t  Groaglik,  "  Zur  Eenntniss  der  angeborenen  Hamleiter-AAoinalien,** 
Caaper'fi  Monatsbeiicbte  '  Ilrologie;  Heft  10,  p.  577, 1901. 
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His  case  is  as  follows. 

A  man  aet.  39  had  sudden  diffuae  pain  in  tbe  right  hypochondrinm. 
wbicb  became  rapidly  worse  and  gi-ad  a  ally  affected  the  right  half  of 
the  abdomen.  It  was  not  typical  of  renal  colic.  It  was  increased 
by  each  aet  of  micttirition.  which  took  place  at  regular  intervals, 
three  or  four  timea  in  twenty-four  hours.  The  attack  subsided,  and 
nine  months  later  blood  appeared  in  the  urine,  and  then  pua.  The 
secretion  had  a  sp.  gr.  1010,  and  contained  hyaline  casts. 
Di\  Groaglik  diagnosed  right-sided  pyelitis. 

On  cystoscopy  a  rounded  tumour  with  a  smooth  pinkish-red 
surface  about  the  size  of  a  walnufc  was  seen  to  spiTngfrom  the  right 
ureteric  area»  The  tumour  showed  marked  transparency.  The 
diagnosis  of  tumour  of  the  bladder  and  pyelitis  was  made,  and 
supra-pubic  cystotomy  was  performed.  The  tumour  was  found  to 
be  a  walnut-sized  cyst,  and  on  attempting  tt>  remove  it,  it  tore  open 
and  a  turbid  fluid  escaped.  The  finger  was  now  introduced,  and 
the  cavity  was  recognised  as  a  dilated  iireter;  two  small  atones  the 
flize  of  small  beads  were  washed  out.  The  patient  recovered  cam- 
ple tely. 

Caille  reports  a  case  which  he  calls  a  "prolapse  of  the 
inverted  lower  portion  of  the  right  ureter/'  but  his  lucid 
description  shows,  I  submit^  thatj  in  addition,  a  cystic 
distenBion  or  ballooning  was  also  present,  and  that  the 
case  should  be  included  not  among  the  prolapses,  but 
among  the  so-called  cysts  of  the  ureteric  orifice. 

A  female  baby  aged  two  weeks  who  had  had  diarrhcea  since  birth 
was  suddenly  seized  with  a  severe  and  prolonged  fit  of  crying,  and  a 
soft  biuish-red  tumour,  pyriform  in  shape,  the  size  of  a  walnut,  was 
then  noticed  to  be  protruding  from  the  vulva.    Palpation  of  the   ^ 
little  mass  gave  the  impreBsion  of  a  smoothly  lined  sac.    A  lateral  ■ 
opening  in  the  right  side  was  found,  which  admitted  the  passage  of 
a  probe.    A  small  hard  tumour  the  size  of  a  pea  within  the  cavity 
of  the  prolapsed  sac  was  also  noted,  hut  its  nature  was  not  deter- 
mined.    It  was  assumed  to  be  a  prolapse  of  the  whole  or  part  of  the 
bladder  through  the  urethi*a,  and  after  attempts  at  reduction  its 
removal  was  determined  on,  and  it  was  li gated  and  cut  off.    The 
baby  died  twelve  hours  later. 

On  poei-morian  the  removal  of  the  stomach  exposed  to  view  a 
bluish »  fluctuating  mass  about  the  size  of  a  hen's  egg  representing 
the  right  kidney;  also  a  mass  similar  in  appearance,  but  smaller, 
representing  the  left.    The  right  was  in  a  state  of  suppurative 
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pyelo-nephritis.  Both  ureters  were  dilated.  The  right  ureter  woe 
double  (Fig.  114),  with  a  double  innertion  into  the  hilus,  both 
branches  converging  in  their  downward  course  and  terminating  by 
a  single  opening  in  the  bladder.  The  bladder  was  found  empty ; 
the  point  of  insertion  of  the  amputated  sac  corresponded  to  the  site 

Fio.  114. 


Caille's  case  of  cystic  distension  and  prolapse  of  right  ureter. 
L.XJ.  Opening  of  normal  left  ureter. 
Ue.  Opening  of  inverted  prolapsed  right  ureter. 
P.  Line  of  resection. 

of  the  opening  of  the  right  ureter.  The  prolapsed  sac,  which  had 
been  removed  by  operation,  was  continuous  with  the  mucous  lining 
of  the  right  ureter,  and  was  in  fact  a  prolapse  of  the  inverted  lower 
third  of  the  right  ureter  into  the  bladder  and  through  the  urethra 
(Fig.  114). 

Dr.  Caille  says,  "  It  would  appear  that,  owing  to  the 
formation  of  a  warty  or  papillomatous  small  growth  in 
the  right  ureter  near  its  vesical  insertion,  a  partial  or 
complete   occlusion  of  the  ureter  took   place,  in  conse- 
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quence  of  wliicli  the  small  tiimonr  was  pressed  into  the! 
bladder  and  finally  through  the  urethra^  cvLrrying;  vdih  i% 
or  dragging  alongj  the    lower  third   of  the    ureter,  which  , 
presented  in  the  form  of  a  sac,"  '**' 

Pathological  Anatoviif, 

From  a  very  scanty  literature  of  this  obscure  affection 
I  select  a  few  examples  to  illustrate  its  pathology  more 

Fio.  115. 


MLU 


Kolisko^B  ease  (modiBed). 
r^sM,  Bi^ht  Bupplementary  uret-er. 

U.  Eight  ureter. 
O.U,  Opening  of  right  ureter. 
L.  U,  Left  iireter. 
0,L.U.  Orifice  of  left  ureter. 
Cy«t  at  right  aide  of  trigone  formed  by  the  termination  of 
the  dilated  supplementary  ureter,  r,t.  U,    The  cyit  opena 
at  0.  of  C. 


•  'Intetmational  Joum,  of  Med.  Soienoea/  voL  xct,  p.  481,  1888,  I 
always  avoid  criticising  a  case ;  hut  in  this  instance,  without  a  micro* 
fleopy  of  the  smiill  pea-sized  tumour,  I  cannot  ac^^ept  the  rendering  that 
it  waa  "papillomat^ous."  In  the  ciuiefi  I  have  seen  a  bluish-white,  thick- 
ened fihroua  nodule,  or  thickening,  was  present,  which  I  aubujit  is  merely^ 
of  on  altered  thickened  ureteric  orifice. 


I'LATi;  ITL 


BliQju'r'is  t^jLSf  of  }KiHuuniii;4  mt  lowt-r  iiiiti'rir  oiifice. 
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exactly*     Kolisko's  *  case  refers  to  a  woman  aged  twenty- 
one,  who  died  of  puerperal  fever. 

The  right  kidDej  had  a  double  m'eter  and  a,  separated  pelria. 
The  upper  pelvis,  which  corresponded  to  the  upper,  the  smaller 
portion  of  the  kidnej,  was  much  dUated,  and  the  renal  tisane 
atrophic.  Ita  ureter,  which  was  also  dUated,  pierced  the  bladdei 
and  terminated  blindlj  below  the  position  of  the  natural  opening  in 
a  small  nut-sized  cjst  (Fig.  115),  The  left  kidney  and  ureter  were 
normaL 

Dr.  George  Bliimer  records  a  case,  the  particulars  of 
which  I  quote  from  Kellj^s  invaluable  work  on  operative 
gynaecology.t 

A  man  who  had  suffered  from  acute  cjstitis  for  five  years  before 
death  was  examined  post  moHetn*  The  bladder  was  enormously 
thickened  (PL  XVI),  was  corrugated  and  covered  with  diphlheritio 
patches.  On  the  right  side  there  was  a  hydro*ureter  and  a  cuahiony 
protrusion  into  the  bladder  as  big  as  the  end  of  the  thumb  (PL  XYl,  6). 
On  the  left  side  a  pjramidal  sac  occupied  the  position  of  the  ureteric 
orifice.  The  sac  was  fiuctuatingi  eigh  t  centimetres  long,  three  centi- 
metres in  diameter  at  the  base,  and  nine  centimetres  in  diameter 
near  the  extremity.  High  up  on  one  side  the  minute  ureteric 
orifice  was  found  (PL  XVI,  a),  as  big  as  a  pin-point,  and  situated 
in  the  centre  of  a  small  area  of  dense  fibrous  tissue.  On  opening 
the  thin- walled  sac  the  finger  oonld  be  carried  directly  up  into 
the  dilated  ureter. 

The  last  case  I  should  like  to  quote  is  that  of  Bostroem's, 
and  I  am  indebted  to  Dr.  Grosglik's  lecture  for  it. 

It  is  that  of  a  girl  who  was  about  six  months  old.  Directly  after 
birth  a  marked  distension  of  the  abdomen  was  discovered,  and  four 
months  before  death  a  tnlobular  tumonr  in  the  abdominal  cavity 
was  made  out.  The  two  upper  lobes  lay  in  the  lumbar  region,  one 
on  each  aide  of  the  vertebral  column,  and  reached  downwards  as  far 
as  the  middle  line  of  the  third  lobe,  where  they  united  ift'ith  it,  and 
the  latter  reached  as  far  as  the  umbilicus.  The  lower  lobe  was 
barely  moveable,  and  remained  in  connection  with  the  urinary 
bladder. 

From  the  scanty  report  of  the  course  of  illness,  it  appears  that 

•  '  Wiener  klin.Wochen»chr..*   I88d,  No.48. 
t  Kelly, '  Operative  Oyn»oology,*  vol.  i,  p.  455. 
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the  child  at  timea  remained  dry  for  whole  days,  and  only  from  time 
to  time  passed  large  quaniitieB  of  apparently  normal  mine. 

The  post-mortem  examination  revealt?d  numerous  adhesions 
between  the  in tes tinea  and  the  tbi*ee  large  tumours,  of  which  the 
right  one  ccmeieted  of  a  hydronephrosis,  of  the  size  of  two  fists,  and 
the  left  one  of  a  hydroneplirosk  of  half  the  size.  The  third  tumour 
was  the  bladder  enox*monftly  dilated,  and  filled  with  clear  fluid. 


Fto.  116. 


O.ofLki 


BoBtroem'a  case  of  cyst  of  iiieterie  orifiee,    [The  arterial  supply 
has  been  omitted,] 
Cy9i  is  at  orifice  of  right  upper  ureter. 
O.tl.  U.  Orifice  of  rig-ht  lower  ureter. 
0.  of  Ua,  Orifice  of  urethra. 
F.  Vagina. 

On  each  side  were  two  pelves  and  two  ureters.  On  the  left 
side  the  upper  ureter,  coiTesponding  to  the  smaller  segment  of  the 
kidney,  was  less  dilated  than  that  of  the  lower  larger  segment. 
Correspondingly  the  upper  pt^vis  was  less  dilated,  and  the  kidney 
substance  better  preserved  than  below.  Both  ureters,  which  were 
closely  adherent  to  one  another,  opened  separately  into  the 
bladder  (Fig,  IIG). 
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The  right  kidney  also  consisted  of  two  segments,  a  larger  lower 
one  in  the  form  of  an  extremely  thin-walled  cyst,  and  a  smaller 
npper  one,  the  secretory  substance  of  which  was  nearly  ten  times 
as  broad  as  the  substance  of  all  the  other  parts  of  the  kidneys  put 
together.  Both  ureters  followed  their  course  in  a  vermiform  fashion, 
and  were  still  more  widely  dilated  than  on  the  left  side.  The  lower 
one  opened  at  the  normal  situation  in  the  trigone ;  the  upper,  more 
altered  one  pierced  the  bladder  wall  in  a  straighter  direction,  and 
ended  blind  as  a  walnut-sized  cyst.  The  tension  of  the  cyst  varied, 
and  depended  on  the  degree  of  fulness ;  this  could  be  modified  by 
raising  and  depressing  the  kidney.  In  the  condition  of  high 
tension  this  cyst  appeared  as  a  crescentic  bladder,  with  very  thin, 
smooth,  transparent  walls.  It  partly  overlapped  the  opening  of 
the  neighbouring  ureter,  and  as  it  extended  to  the  left  it  com- 
pressed the  openings  of  both  the  left  ureters  considerably,  and 
caused  a  stasis  of  urine  in  them.  The  stasis  was  still  fui-ther 
increased  by  the  filled  cyst  completely  overlapping  the  internal 
orifice  of  the  urethi*a,  whereby  the  retention  during  life  was 
explained. 

The  bladder  was  much  dilated  and  rugose.  At  the  point  of 
attachment  of  the  cyst  an  opening  in  the  wall  was  found.  By  means 
of  this  the  cyst  communicated  directly  with  the  dilated  ureter.  The 
tip  of  the  little  finger  could  be  passed  through  the  opening,  which 
was  sun-ounded  by  a  ring  of  muscular  fibres.  The  thin  cyst  wall 
was  covered  on  both  sides  by  mucous  membrane. 

A  cursory  glance  at  these  and  other  cases  in  the  litera- 
ture reveals  certain  interesting  and  striking  features, 
clinical   as  well   as   pathological. 

In  babies  there  is  the  history  of  fits,  prolonged  scream- 
ing, and  diarrhoea  with  straining. 

In  the  adult  symptoms  of  cystitis,  and  if  the  ureteric 
protrusion  was  large  enough  to  impinge  upon  the  orifice 
of  the  bladder  or  to  be  caught  by  the  sphincter,  sudden 
stoppages  in  the  stream,  straining  micturition,  retentions, 
and  even  incontinence  have  resulted. 

Pathologically,  it  will  be  noted  how  frequently  a  double 
ureter  existed  on  the  side  on  which  the  cystic  termination 
was  detected — nine  cases  out  of  fifteen  in  which  the  ending 
of  the  ureters  is  exactly  specified. 

It  is  noteworthy  that  the  kidney  from  which  a  double 
ureter  springs  is  often  divided  into  two  parts  transversely. 
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An  upper  third,  from  whence  the  abnormally  ending 
ureter  emanates,  this  section  of  the  kidney  being  atrophic 
from  back  pressure  and  diseased.  A  lower  two  thirds, 
from  which  the  normal  ureter  arises  about  the  middle,  to 
end  at  the  normal  position  in.  the  trigone. 
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CHAPTER  XX. 

THE   VALUE   OF    URETERIC    MEATOSCOPT  IN   THE    LOCALISATION 
AND   TREATMENT   OF   OBSCURE    RENAL   DISEASE. 

Having  learnt  the  A,  B,  C  of  ureteric  meatoscopy,  let 
us  apply  the  knowledge  by  considering  a  few  of  the  more 
obscure  diseases  of  the  kidney  and  ureter. 

There  was  perhaps  nothing  so  embarrassing  to  a  con- 
scientious clinician  in  pre-cystoscopic  days  as  to  be  pressed 
to  give  a  definite  opinion  upon  the  origin  of  blood  or  pus 
in  the  urine  of  a  male  patient  who  presented  no  other 
symptoms  of  disease.  But  the  task  is  easy  enough  now, 
for  the  source  of  such  blood  or  pus  can  be  at  once  decided 
upon  by  the  skilful  use  of  the  cystoscope.  Again,  before 
the  introduction  of  that  instrument,  such  cases,  in  their 
earlier  stages,  were  beyond  the  domain  of  surgery.  Sur- 
gical adventure  was  discountenanced  because  the  diflSculty 
of  localising  the  disorder  was  insuperable.  An  insidious 
progress  afforded  the  surgeon  every  inducement  to  tempo- 
rise until  the  full  development  of  the  disease  caused  the 
diagnosis  to  become  clear.  But  by  then  the  chance  was 
lost;  a  cure  was  unattainable.  It  is,  therefore,  to  those 
diseases  which  produce  blood  or  pus  painlessly  that  one 
naturally  turns  to  furnish  the  aptest  illustrations  of  the 
value  of  the  instrument. 

Let  us  consider  painless  or  symptomless  haematuria 
first. 

We  know  that  blood  may  issue  passively  and  pain- 
lessly from  the  bladder  or  kidney.  Although  it  is  diflS- 
cult  to  group  diseases  with  accuracy  on  the  basis  of  single 
sjTuptoms,  yet  my  extended  experience  amply  confirms  the 
correctness  of  the  table  I  published  in  1893—5.* 

•  Author,  '  Cardinal  Symptoms  of  Urinary  Diseases/  p.  21.    *  Twen- 
tieth Centurj'  Medicine/  vol.  i,  p.  545. 
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/Onaet  sudden 
Course        interinittent ; 

rarely  continuous 
PlEiinless  at  first  * 
Blood      UBually       inti- 
Ve«ical^     mately    mixed,     but- 
probably  noticed  pune 
at  end  of  clear  mic- 
turition at  some  time 
or  other  in  course  of 
case 


fl.  Sessile  or  short-pedicled 
^'T^?\nh    away    from    oriBoe 
bladder. 


of 


,  Epithellomatous  tmnour  of  pos- 
terior wall  or  sides  (painleaa  for  ; 

months). 


\.S.  Aseptic  vesical  stone  over  aet,  55, 
But  there  is  no  need  to  encumber  tliia  chapter  with 
any  further  remarks  concerning  the  vesical  groups  for  I 
have  dealt  with  thia  in  detail  in  the  foregoing  chapters* 
It  remains  for  the  renal  group  to  be  considered,  and  in  all 
cases  it  must  bo  understood  the  hiemorrhage  is  pro- 
nounced,  even  profuse. 

Symptomless  r.  Painless  Renal  HxMATtTBiA. 

From  the  early  days  of  the  last  century  it  was  known 
that  the  kidney  might  bleed  passively  and  painlessly,  and 
professional  opinion  was  much  exercised  about  the  causa- 
tion. The  literature  on  the  subject  is  copious.  Rayert 
devotes  a  whole  chapter  to  it^  but  it  remained  obscure 
until  the  cystoscupe  was  introduced.  Even  now,  although 
it  is  freely  admitted  that  this  form  of  bleeding  is  most  often 
unilateral,  and  surgeons  operate  and  examine  tlie  kidney 
carefully,  its  pathology  and  cause  are  still  unsettled^  and 
its  nomenclature  is  ponderous,  far-fetched,  and  ambiguous. 

Thus,  such  cases  are  described  by  Senator,  Pasnet,  and 
Broca  as  renal  hajmophilia;  by  Pigne  and  Reblaud  and 
by  Grosglik  as  haemorrhage  of  anatomically  unchanged 
kidneys;  by  Leguen  as  haematuric  neuralgia;  by  Kleni- 
perer  as  litematuria  from  a  healthy  kidney;  and  by 
Rovsing  X    ^s    mysterious    hemorrhage.      These    authors 

*  The  pain  due  to  the  passage  of  Tesical  elot^  is  not,  of  course,  tAken 
into  account,  being  merely  temporary  and  of  mechanical  origin. 

t  Bayer,  'Traits  des  maladies  des  Reins;'  1841,  Paris,  t.  iii,  pp*  357 — 43^, 
X  Thorkild  Eovsin|.f, "  Myst<?riou»  HeBmorrhagefrom  a  Single  Kidney/' 
*  Brit,  Med.  Journ./  1808,  pt.  ii,  p.  1547. 


1 


ELECTEIC-LIGHT    CYSTOSCOPY.  381 

cannot  explain  the  bleeding  except  by  the  supposition 
that  a  "  local  hsemophilia  "  or  an  ''  angionenrosis  "  existed 
in  the  organ.  I  cannot  accept  snch  terms  either  as> 
applicable  or  as  warrantable,  for,  as  Rovsing  has  pointed 
out,  a  distinct  pathological  change  is  mentioned  in  most 
of  the  cases  as  being  present.  Thus  in  the  case  observed 
by  Senator  and  Israel,  histological  examination  of  the 
removed  kidney  showed  interstitial  inflammatory  areas; 
in  Sabatier's  case  there  was  chronic  albuminuria,  bacterid 
uria,  and  the  microscopy  of  the  removed  kidney  showed 
traces  of  interstitial  inflammation  and  sclerosis.  In 
Broca's  case  epithelial  and  granular  cylinders  and  cells 
of  renal  inflammation  were  present.  Moreover,  in  Israel^ 
Pign^,  and  Reblaud's  cases  the  kidney  was  both  displaced 
downwards  and  movable. 

To  me  the  subject  has  gradually  assumed  a  simpler 
and  a  clearer  aspect  since  I  collated  those  cases  of  painless 
renal  haematuria  which  I  have  examined  cystoscopically 
during  the  last  ten  years.  I  do  not,  of  course,  ask  for  a 
general  acceptance  of  the  views  I  formulate,  I  give  them 
merely  for  criticism  and  correction. 

My  painless  renal  hsematurial  cases  fall  primarily  into 
five  great  groups.  Each  group,  however,  may,  as  its 
clinical  history  develops,  be  associated  with  renal  pain,  and 
to  these  latter  I  propose  to  devote  a  little  attention  later  on, 
but  their  initial  stages  may  be  characterised  by  no  other 
symptom  beyond  the  appearance  of  blood  in  the  urine. 

1.  Chronic  granular  nephritis  (cirrhotic  kidney). 

2.  Angioma  or  capillary  naevus  of  a  renal  papilla. 

3.  Benign  and  malignant  growths  of  the  kidney  (pelvis 
or  ureter). 

4.  Bare  cases  of  embedded  aseptic  calculus. 

5.  Submucous  deposit  of  crude  tubercle. 

1.   The  Painless  Hseviaturia  of  True  Gramdar  Nephritis 
{Cirrhotic  Kidney). 

History. — Since  the  middle  of  last  century  it  has  been 
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understood  that  hfemorrliage  occurs  in  the  course  of 
chronic  nephritisj  but  it  was  not,  I  believe,  impressed 
upon  the  profession  that  the  haBmaturia  might  occasion- 
ally he  quite  severe^  until  Sir  George  Johnson^  wrote  aa 
follows  : 

"  Daring  the  progress  of  the  various  forni3  of  chronic 
Bright's  disease  the  walls  of  the  Malpighian  capillaries 
become  thickened^  and  therefuro  probably  less  liable  to  bo 
ruptured.  In  many  cases,  too,  the  muscular  walls  of  the 
minute  arteries  are  more  or  less  hypertrophied,  and  the 
effect  of  this  is  to  lessen  the  pressure  upon  the  Malpighian 
capillaries  and  the  risk  of  their  rupture.  This  appears 
to  be  the  explanation  of  the  undoubted  fact,  that  the  pale 
urine  of  low  specific  gravity  which  is  secreted  by  kidneys 
in  an  advanced  stage  of  degeneration  is  rarely  tinged 
with  blood. 

*'  This  rule  is,  however,  not  without  exceptions.  In 
the  advanced  stage  of  all  fonns  of  chronic  Bright's 
disease  the  blood  becomes  much  deteriorated,  and  the 
minute  arteries  and  capillaries  may  undergo  degenerative 
changes  which  increase  their  liability  to  rupture. 

"There  is  consequently  a  tendency  to  haemorrhage 
from  various  mucous  surfaces,  p.  g,  liladder  and  pelvis  of 
kidneys.  You  will  probably  find  there  are  no  blood-casts 
of  the  tubes  as  there  usually  are  when  the  substance  of 
the  kidney  is  the  source  of  the  bleeding.  You  may  find 
some  of  those  forms  of  tube  casts  which  point  to  the 
existence  of  chronic  rather  than  acute  disease,  e.  g.  oil 
castSj  large  granular  and  large  hyaline  casts." 

Dr.  Samuel  West  apparently  recalled  attention  to  this 
fact,t  but  considered  the  haemorrhage  to  emanate  from 
the  bladder  because  of  the  briyhtmj^s  of  the  flow. 

Unaware  of  this  paper,  I  published  in  a  series  of 
lectures  J  cases  to  prove  that  bright  hajmaturia  occurred 
in  the  course  of  chronic  nei>hritis,  that  the  haemorrhage 

*  Sir  George  Johnson, '  Medical  Lectures  and  EsaayB,'  p.  747. 
t  Dr.  Samuel  West,  *  Lancet/  1885,  vol  ii,  p.  104. 
X  Autlxor,  '  Cardinal  Symptome/  1S93,  p.  22, 
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ft  most  often  issued  from  the  kidney,  and  nearly  always  from 

I  one  kidney.     Farther  experience  has  convinced  me  that 

^  the  haemorrhage  is  usually  from  the  mucous  membrane 

^   of  the  renal  pelvis,  that  the  loss  may  be  moderate  and 

persistent,   and    occasionally    alarmingly    profuse.     Also 

that  when    there  is    a    great    admixture  of    blood,   the 

evidence  of  chronic  nephritis  in  the  shape  of  casts  and 

other  products  of  degeneration  is  not  usually  discovered. 

ClinicaL — The  hsematuria  which  appears  during  the 
course  of  the  life  history  of  chronic  granular  nephritis 
is,  in  my  small  experience,  an  early  symptom.  It  has 
appeared  in  nearly  all  my  cases  before  the  advent  of 
noticeable  cardio-vascular  or  retinal  changes.  There  are 
nearly  always  tube  casts,  I  believe,  to  be  found  in  the 
urine,  even  at  the  first  attack  of  hsematuria,  also  a  faint 
trace  or  more  of  albumen,  irrespective  of  the  blood  which 
may  be  present.  The  specific  gravity  ranges  from  1010 
to  1020.  In  most  instances  the  bleeding  has  been  tran- 
sitory and  moderate  in  character,  darkish  in  colour,  and 
under  control  of  drugs,  and  the  patient  has  not  been 
sensibly  affected  by  the  loss.  It  may  recur  at  intervals 
of  months  or  years. 

It  occasionally  happens,  especially  in  anaemic  girls, 
that  the  haematuria  assumes  a  brighter  aspect,  and  the 
more  anaemic  the  patient,  the  more  raspberry-red  is  the 
colour.  It  may  then  become  constant,  varying,  it  is  true, 
in  severity  and  in  colour,  but  always  present,  and  the 
loss  may  proceed  for  months  despite  all  efforts  to  control 
it.  Absolute  rest,  haemostatics,  astringents,  opiates,  all 
prove  unavailing.  As  the  anaemia  deepens  the  patient 
becomes  lethargic,  breathless,  and  fat.  Even  now  it  may 
suddenly  cease  and  not  return,  or  return  after  months 
when  other  symptoms  have  supervened  which  give  the 
clue  to  its  causation,  such  as  high  tension,  thickened 
arteries,  accentuated  cardiac  impulse. 

I  have  examined  many  such  cases,  and  have  had  some 
under  my  observation  for  years — three,  seven,  ten  years, 
— in  fact,  ever  since  the  introduction  of  the  cystoscope  in 
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1889,  and  one  or  two  remain  apparently  well  and  do  n< 
uppcur  to  be  much  incommoded  by  the  occasional   out- 
burst.* 

In  rare  instances  the  bleeding  may  be  alarming^ly 
profuse,  I  have  met  with  patients,  nanally  youngisli 
Hufii,  in  wliom  the  haemorrhage  was  so  profuse  that  the 
bladder  became  tilled  with  clotted  blood,  and  all  the 
}>HinH  of  reno-vesical  colic  due  to  clot  were  superadded  to 
the  depressinji^  effects  of  the  haemorrhage.  Such  cases 
are  very  perplexing,  for  the  character  of  the  vesical  colic 
or  nubBequent  cystitis  import  an  obscurity  into  the  history 
whieh  fterinusly  vitiates  the  accuracy-  of  the  diagnosis- 
One  case  came  under  my  friend  l)r.  Tratman,  of  Perth, 
West  Austrulin,  and  he  found  himself  forced  to  do  supt 
pubie  cystotomy  for  the  removal  of  the  massy  clots.  The 
pain  due  to  retention  was  at  once  relieved,  and  the 
liii?morrhage  quietly  subsided.  In  this  case  the  symptoms 
wore  very  wudden.  When  I  saw  the  patient  some  months 
later  tlie  cystoscope  proved  the  bladder  to  be  perfectly 
healed  and  healthy  in  every  part,  but  changes  around  the 
k'ft  iireterie  oritice  suggested  to  me  that  the  bleeding  had 

*  Went  TueiitiowB  one  case  he  had  %fatehed  for  eleven  ^reors,  and 
though  thero  18  riu  notice  about  tube  costs  in  the  report j  the  nrme  was 
1010,  Knd  ftlbtunen  waa  uau&Uy  present  in  varying  proportions. 

'*  B4eurrmi  Hmmaiuria  under  ohservntinn  eleven  years. — The  patient  was 
a  ttum  BBt.  2S,  Ha?matiLria  wiis  first  ohaerved  in  1881  for  ten  days.  Two 
attacks  (tea  day«  and  seven  days)  followed  in  18H3  j  one  in  188-i ;  two  ia 
1885  J  one  in  1886  j  one  in  1888.  These  attacks  occurred  under  my 
obaervatioiL.  The  blood  was  on  all  occasions  bright  in  colour,  and 
eaongh  to  oohmr  tire  urine  well.  The  urine  was  of  1010  sp.  gr.,  and 
oontained  albnmon  (about  one  twelfth),  but  varied  much  on  diiferent 
OOeasionB.  Tlio  arteries  were  thick.  There  were  no  retinal  changes 
obierved.    Frontal  headache  waa  the  duef  Byiuptom. 

"The  patient  was  last  seen  in  January,  1894,  beings  then  at.  30.  No 
new  symptoms  had  developed  and  no  retinal  changes  were  present  j  no 
distinct  cardiac  hypertrophy  could  be  made  out,  but  the  arteries  were 
thick  and  tension  high.  The  specimen  of  urine  then  brought  contained 
no  albumen. 

"  I  formed  the  opinion  in  1883  that  the  man  probably  had  granular 
kidneys,  and  I  saw  no  reason  subsequently  to  change  my  opinion.  I  do 
not  know  the  result  of  the  caae^  which  has  not  been  seen  since  189i." 
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been  unilateral  and  left-sided.  EUs  urine  was  examined 
for  me  on  several  occasions  by  Dr.  LiMie  Eastes^  and  it 
always  contained  tube  casts.  Circtlmst'ances  prevented 
me  decapsulating  the  kidneys,  andnT  lost  sight  of  the 
case.  Still  further,  the  haemorrhage  may  be  as  alarm- 
ingly profuse  in  patients  suffering  from  chronic  granular 
kidney  complicated  by  urinary  obstruction.  Mr.  Anthony 
Bowlby*  drew  attention  to  this  subject  in  1887.  As  there 
are  usually  other  symptoms  present,  I  allude  to  the  subject 
under  the  heading  of  Hematuria  with  pain,  on  page  428. 

Cystoscopy. 

Ureteric  Meatoscopy. — The  cystoscope  has  demonstrated 
that  the  bleeding  is  from  the  kidney,  and  from  one  kidney 
usually.  There  is  generally  no  visual  change  in  the  ure- 
teric orifices,  and  unless  there  is  an  efflux  of  dark  bloody 
urine  from  one  of  them  the  examination  is  valueless, 
beyond  establishing  visually  that  the  bladder  is  free  from 
disease  and  that  it  is  not  the  source  of  the  haemorrhage. 
In  rare  instances  I  have  seen  the  orifice  puflFy  and  the 
emergent  and  entering  vessels  more  than  usually  visible. 
{Vide  case  of  A.  H— ,  p.  386.) 

Ureteric  Efflux. — ^ViThen  the  kidney  and  ureter  are 
functionating,  a  more  or  less  forcible  stream  of  darkish 
urine  will  be  seen  to  issue  and  mix  with  the  surrounding 
medium.  I  have  seen  (Ryan's  case)  an  oblique  rush  of 
dark  bloody  urine  issue  from  an  orifice,  and  when  the 
efflux  had  died  down  and  before  another  appeared  I  have 
noticed  a  little  fresh  blood  ooze  out,  showing  that  the 
bleeding  was  from  the  mucous  membrane  and  not  from 
the  parenchyma.  This  case  was  cured  by  free  incision 
into  the  renal  cortex.  Sometimes  the  efflux  is  temporarily 
absent,  the  function  of  the  kidney  being  inhibited  by 
emotional  impulses  (cf.  Case  1,  p.  395). 

Generally,  however,  it  will  be  noticed  that  the  jet  is 

*  "  Cases  of  Profuse  Hsmatoria  in  connection  with  Granular  Kidney," 
*  Clinical  Trans./  vol.  xx,  1887,  p.  147. 

26 


386 


ELECTBIC-LIOHT    CYSTOSCOPY. 


forcihh;  antl  the  amount  of  the  jet  large.  Often  as  not 
the  opposite  kidney  and  ureter  will  be  working  sluergislily, 
and  the  efflux  on  that  side  will  be  a  feeble,  gljcerine-Hke 
stream.  These  signs  are  evidences  that  the  bleeding' 
kidney  is  working  energetically,  that  the  blood  is  but 
a  small  admixtiirej  and  that  probably  both  hyper-seeretion 
of  urine  and  bleeding  are  due  to  local  hypersemia. 
Under  these  circiimatances  the  other  kidney  works 
feebly,  being  probably  reflexly  inhibited,  and  it  is 
remarkable  that  it  may  continue  in  this  habit,  even 
when  the  whole  stress  of  the  body  work  is  thro^vn  on 
it  after  nephrectomy  of  the  Weeding  kidney. 

I  have  not  yet  encountered  a  case  w^here  both  kidneys 
were  bleeding  simultaneoiisl3\ 

There  is  no  need  to  quote  many  cases.  I  have  had 
many.  I  once  estimated  they  formed  12  per  cent,  of  my 
painless  heematorias.  One  or  two  recently  noticed  will  be 
sufficient. 


Co«e,— A.  H — \  set.  27,  consulted  me  in  Nov^jmber,  1901,  with 
we H-m {irked  renal  hematuria.. 

A  year  ago  be  noticed  hia  urine  like  strong  beef  tea*  There  were 
no  Bymptoma  ;  it  subsided  gradually.  Fonr  months  ago  the  urine 
became  bright  red  with  blood*  There  was  no  pain,  and  the  loss 
continued.  He  sutfered,  however,  from  "awfnl  thirst/*  passed  a 
quantity  of  urine,  rising  on  an  uvemge  five  times  at  night,  and 
lost  tw^o  pounds'  weight  in  a  month. 

When  I  saw  him  there  were  no  marked  cardio-vascrtlar symptoms. 
There  was  no  pain.  The  urine  was  copious,  of  the  colour  of  strong 
beef  tea,  sp.  gr.  1010,  containing  albumen,  depositing  red  blood< 
discs  in  various  stages  of  diaintegration,  including  a  brown 
granular  deposit,  the  result  of  the  completion  of  the  process. 
There  were  numerous  tube  casts — blood,  coarsely  granular  epi* 
thelial ;  sevei^al  tubal  cells  were  free  in  the  deposit.  There  was  no 
pus  and  no  tubercle  bacilli. 

Cy$to^copy. — I  drew  off  twenty-four  ounces  of  dark  bloody  urine 
of  a  renal  type.  The  bladder  was  healthy,  finely  fasciculated.  The 
right  ureteric  orifice  was  certainly  swollen,  and  the  vessels,  emergent 
and  entering,  were  very  apparent  in  the  form  of  a  sheaf  of  four  or 
five  trnnka  passing  along  the  interureteric  fold.  No  efflux  seen. 
The  hfemorrhage  ceased*    The  patient  is  still  under  observation. 
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I  do  not  wish  it  to  be  inferred  that  the  bleeding  is 
invariably  from  the  kidney  in  chronic  Bright^s  disease. 
It  may  issue  from  the  vesical  neck,  or  the  posterior  wall 
of  the  bladder  in  very  exceptional  cases.  It  is  then 
dependent^  perhaps,  on  general  vascular  changes  induced 
by  the  chronic  nephritis,  and  seems  to  be  similar  to  those 
other  haemorrhages  from  mucous  membranes  wliicli  are 
noticed  in  that  disease.  Usually  it  is  much  more  arterial 
in  aspect  when  it  originates  in  the  bladder. 

Dr.  Sears,  of  Blackheath,  sent  me  a  gentleman,  8Bt.  60^ 
with  the  following  letter ; 


"  The  patient  su<!denly  passed,  on  September  22iid,  1  &01,  a  quantity 
of  pare  blocMi  from  the  urethra.  The  loss  was  repeated,  being 
apparently  causeless  and  painless.  The  blocNl  ceased,  and  the  urine 
was  found  to  be  acid,  1010,  and  to  contain  albumen.  The  deposit 
was  considerable,  and  consisted  mdnlj  of  red  blood-discs  in  irarioiis 
Btaget  of  disintegration.  A  yery  few  short  casts  filled  with  the 
granular  debris  of  red  discs  were  seen,  and  there  was  much  renal 
pelvic  epithelium^  derived  from  the  superficial  and  deep  layers  of 
ilie  pelvic  mucosa.  There  was  no  pas.  A  very  few  crystals  of 
indefinite  crystalline  shape  were  present  (L.  Eastes)/' 

Dr.  Sears  considered  his  patient  to  have  some  chronic  grannlar 
nephritic  change,  and  bis  view  was  confirmed  by  the  fact  that  the 
patient  got  up  frequently  at  night  and  passed  a  large  quantity  of 
water. 

I  examined  with  the  cy Bioscope  September  27th.  The  bladder 
wa«  white  and  healthy,  a  little  fasciculated.  Both  ureteric  ori£cea 
were  healthy,  but  the  uvula  vesic©  was  deeply  congested;  ita 
surface  was  eroded «  and  looked  as  if  it  bad  been  the  site  of  recent 
hemorrhage. 

The  prostate  was  small  and  fibrous.  The  patient  did  not  improve  i 
the  hsemorrhttges  recurred,  and  became  very  profuse. 


Falldcy  in  Microscopical  Diagnoms, — It  is  perhaps 
necessary  in  these  days  of  expert  report  upon  urine  treated 
by  accurate  centrifugalising  to  state  that  the  castB  must  be 
in  abundance,*     If  we  are  to  diagnose  chronic  nephritis 

*  The  presence  of  renal  tube  casts  indicates  a  morbid  lesion  of  the 
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upon  this  single  symptom^  it  must  not  be  because  a  few 
casts  are  present  in  the  urine  of  a  patient  passing  blood 
painlessly,  A  few  casts  are  not  diagnostic  of  chronic 
nephritisj  nor  are  they  any  index  of  the  extent  to  which 
the  kidney  or  both  kidneys  have  become  affected  by  that 
disease.  I  know  of  "tw  disease  of  the  kidney  in  which 
casts  may  not  be  found  in  the  centrifuge  deposit.  Thus 
ureteric  bends,  stone  in  the  renal  peU-is  or  ureter,  carci- 
noma, slight  pyelitis,  may  all  supply  a  urine  containing  a 
few  casts,  for  all  these  diseases  more  or  less  affect,  either 
by  pressure  or  inflammation,  an  mcreasing  area  of  the 
renal  parenchyma. 

Occasionally  a  chronic  nephritis  may  become  aflFected  hy 
or  be  present  with  carcinoma  of  the  kidney,  and  thus  obscure 
the  graver  symptoms,  A  case  was  sent  to  me  by  Dr. 
Holroyd,  of  Chatham,  with  moderate  haematuria,  the  urine 
being  loaded  with  casts ;  the  diagnosis  of  chronic  nephritis 
seemed  apt,  and  treatment  for  that  disease  was  carried 
out.  But  in  a  year  a  large  hard  tumour  appeared  and 
filled  the  right  renal  region,  and  the  urine  became  scarlet 
with  blood — obviously  a  right  renal  carcinoma  had  deve- 
loped, probably  upon  a  kidney  previously  affected  by 
nephritis.      This  diagnosis  was  confirmed  by  autopsy. 

Frognom^s, — Transient  attacks  of  moderate  dark  haema- 
turia occurring  in  conjunction  with  urinary  casts  or  albu- 
men (above  that  caused  by  the  blood)  need  not  be  regarded 
with  alarm,  provided  that  the  patient  does  not  exhibit  any 
^advanced  cardio-vascular  changes  and  no  retinal  splashes 
are  present, 

kidney,  but  tliey  convey  no  appreciation  of  how  much  the  kidney  Is 
affected, 

Metn. — Pur©  hlood-casts  indicate  congestive  liyperipmia ;  they  are 
l^eat  seen  in  severe  bums, 

Blood-casta  composed  of  blood- c4*11b,  epithelium,  and  leucocytes  indi- 
cate acute  nephritis  j  granular  casta  and  fatty  casts  show  chronic  ne- 
phritie  J  epithelial  casts  and  blood-casts,  with  much  albumen  in  urine, 
show  acute  nephritis  i  pus  casts  and  bacterial  casts  show  septic  influence 
of  the  renal  parenchyma;  amyloid  caste  show  amyloid  infiltrates. — 
NlWMAN,  op.  cit. 
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In  fact,  there  is  some  reason  to  believe  that  such  bleedings 
are  generally  from  the  pelvis  of  the  kidney^  and  act  like 
other  moderate  bleedings  from  mucous  membranes,  as  a 
relief  to  the  state  of  vascular  tension.  Moreover  these 
renal  hiemorrhages  often  occur  early  in  the  course  of  the 
disease,  and  clinical  knowledge,  as  well  as  surgical  inter- 
vention, points  to  the  fact  that  small  areas  only  of  one 
or  both  kidneys  are  affected  in  the  earlier  stages,  the 
disease  spreading  gradually.  It  affords  thus  a  chance 
of  appropriate  treatment  being  early  adopted  tor  the 
disease  itself,  a  fact  which  should  make  the  prognosis 
more  hopeful. 

West  *  is  very  explicit  on  the  greater  hopefulness  of 
the  prognosis  of  chronic  granular  kidney.  He  says  : 
*^  Granular  kidney  doubtless  shortens  life,  but  possibly  not 
as  much  as  at  first  sight  appears.  The  disease  is  rarely 
diagnosed  until  it  has  reached  its  later  stages  and  sjTn- 
ptoms  are  pronounced ;  at  that  time  it  is  true  that  the 
prognosis  is  bad,  and  that  the  patient,  as  a  rule,  has  not 
long  to  live.  As  it  is  not  until  the  late  stages  that  marked 
symptoms  arise,  and  as  the  pathological  process  is  a  long- 
standing gradual  degeneration,  it  is  evident  that  the  real 
duration  of  the  disease  is  much  longer,  and  to  be  measured 
by  years.  Though  it  is  true  that  the  majority  of  fatal 
cases  occur  in  the  middle  or  later  period  of  life,  say 
between  forty  and  fifty  years  of  age,  still  there  are  good 
grounds  for  believing  that  the  beginnings  of  the  disease, 
even  in  these  cases,  are  to  be  found  in  adolescence  or  early 
adult  life,  and  that  they  may  be  recognised  then  with  cer- 
tainty in  some  cases  and  with  much  probability  in  many 
more.  If,  then,  the  disease,  unrecognised  and  untreated  as 
it  usually  is,  permits  of  life  to  an  average  age  of  forty 
or  fifty  years,  there  is  fair  reason  to  presume  that  an 
early  diagnosis  and  appropriate  treatment  would  tend  to 
lengthen  its  duration  and  thus  improve  the  general 
prognosis." 

Treatment. — I  do  not  propose  to  touch  upon  the  medi- 
•  West.  *  Granular  ICianey/  p.  146. 
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cal  treatment  of  granular  nephritis,  but  merely  upon  that 
wliic!i  might  serve  to  control  the  ha&morrhage.  If  there  is 
no  evidence  of  a  recent  acute  attack  of  nephritis  a  mixture 
containing  iron  alum  (gr.  v)  will  often  be  found  efficacious. 
In  other  instances  opium  in  its  various  forms  will  often 
prove  of  value*  The  fluid  extract  of  triticum  repeiis 
appears  to  be  the  best  of  the  infusions  for  passive  renal 
hteniorrhage. 

Operative. — One  has  been  rarely  called  upon  to  operate 
for  passive  rena!  hsematuria  due  to  chronic  granular 
nephritis,  but  occasionally  the  bleeding  has  been  so 
obstinate  and  the  patient^s  friends  have  become  so  alarmed 
at  the  increasing  ansemia  that  surgical  intervention  has 
been  demanded.  Under  these  circumstances  I  have  first 
cystoscoped  and  then  cut  upon  the  kidney  whence  the 
blood  was  seen  to  be  issuing.  I  have  invariably  cut 
through  the  cortex  of  the  lower  half,  believing  that  the 
haemorrhage  always  issues  from  the  low^er  calyces  {vide  p. 
i394)j  and  that  fixation  of  the  kidney  is  an  important  ele- 
ment in  preventing  a  return  of  the  haemorrhage.  This  has 
sufficed  to  arrest  the  haemorrhage. 

The  surgeon  should  not,  I  think,  advise  operation  if 
retinal  changes  are  present,  for  the  duration  of  life  after 
albuminuric  retinitis  has  become  apparent  is  short.*  Nor 
would  he  bo  wise  to  do  so  if  the  car  die- vascular  changes 
are  well  marked*  No  aseptic  surgeon  will,  I  take  it, 
decline  to  operate    merely   because  granular  nephritis  is 

*  Miley  traced  forty-five  cases,  and  loirnd  the  average  duration  of  life 
to  he  under  four  months  from  the  time  when  the  eye  changes  wore  first 
observed ;  and  though  one  of  the  patients  lived  eighteen  montlia  and  two 
fourteen  months*  all  the  rest  died  witMn  the  year.  In  nine  cases  in  vrhich 
the  first  appearance  of  eye  clmnges  was  noticed  the  duration  averaged 
less  than  six'monthsj  and  in  two  oasea  it  took  a  month  for  white  patches 
to  develop  after  the  appearance  of  hiemorrhagea. 

BuU,  in  100  cases  of  alhuminuric  retinitis,  found  that  86  of  103  died^ 
57  in  the  first  year,  12  during  the  second,  and  17  after  a  longer  period. 
Of  the  17  remaining  ca&ea  that  were  still  Mving  at  the  time  hia  paper 
was  puhlished^  14  had  been  seen  only  during  the  six  months  immediately 
before  the  paper  was  written,  but  ene  had  been  diagnosed  seven  year* 
previouBly  (quoted  from  West), 
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present.  So  long  as  rigid  asepticistn  and  extreme  gentle- 
ness of  raanipnlatiun  *  are  adhered  to  the  patient  will  be 
benefited  rather  than  the  reverse. 

§ince  the  introduction  by  Edebohls  of  decapsulation  of 
the  kidney  for  the  cure  of  clironic  nephritic  I  have 
followed  this  method,  but  cannot  speak  positively  yet  as  to 
its  value  in  checking  the  heemorrhage  and  curing  the 
patient.  His  report  has  prompted  me  to  advise  operative 
interference  earlier,  and  even  in  those  cases  where  the 
ha&morrhage  has  not  been  severe. 

Edebohls  relates  the  following  case,t  which  is  extremely 
valuable  as  an  indication  of  the  value  of  surgical  aid  in 
hiemorrhages  due  to  nephritis  : 

"AcuU  Hasm<yrrh^ic  Xephritts;  Deeapsulaiion  of  both  Eidney9  (U 
One  StWinj,— Married  womaii  of  €S.  Severe  attack  of  influenza  in 
January,  1900,  followed  by  albuminuria  and  cylindmria,  with  aeyere 
and  persistent  hEBtnaturia.  Seen  March  7th,  1900.  Patient  nreemic ; 
urine  black  with  blood.  Bright  kidney  tbree  to  four  times  its  normal 
^ize,  displaced,  movable  four  inches*  sensitive  on  pressure.  Left 
kidney  enlarged  to  twice  its  normal  size,  displaced,  not  sensitiTe. 
Examination  of  urine  bj  Professor  Brooks  showed  casts  of  all 
Tarieties  in  abundance,  and  a  great  deal  of  blood.  Diagnosis  of 
Professor  Brooks  :  *  Renal  biemorrhage ;  tumour  or  stone/  Clinical 
diagnosis :  tumour  of  right  kidney. 

*'  Operation,  March  Sih,  1900,  under  nitrous  oxide  and  oxygen 
anaesthesia.  Bilateral  lumbar  inciBion,  Right  kidnej  tbree  times 
its  normal  size,  purplish  black  from  congestion,  hardened,  and 
in  Pirated  with  numerous  extravasations  of  blood  everywhere.  No 
evidence  of  stone  or  tumour  on  careful  palpation  of  the  delivered 

*  It  is  as  well  to  remember  that  though  aseptic  surgery  does  not 
hesitaita  to  interfere  when  albuminuria  and  casts  are  present,  yet  an 
attack  upon  an  inflamed  kidney  demands  ri^  aaepticity  and  the 
greatest  gentleness  of  manipulation.  Any  inflamed  kidney,  and  espe- 
cially one  which  is  acutely  hypenemic,  is  a  moat  excellent  culture  mate- 
rial for  pathogenic  organisms ;  it  is  readily  infected  and  as  readily  dies  a 
functional  death.  It  in,  moreover,  the  most  friable  of  all  tissues  ;  it  tean 
easily  and  widely,  bleeds  alarmingly,  and  the  hiemorrhage  is  sometimes 
so  far  beyond  control  that  nephrectomy  has  to  be  performed.  This 
statemsnt  is  especially  true  for  chronic  parenchymatous  nephritis, 

t  Edebohls^  "Benal  Decapsulation/'  *Brit.  Med.  Journal/  p.  1510^ 
Nov.  8th,  1902. 
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L«ft  kidnej  twice  the  normal  aize*  otherwise  in  same 
fiOJIfitfflft  »■  Hglit  kidney,  with  the  addition  of  the  presence  of 
lIuHM  ^tU,  the  largest  being  about  3  cm.  in  diameter.  Nephritis 
i^eiiUcftuiiM  of  both  organs.  The  largest  cjst  was  cut  away,  and  the 
liK)  aiualler  were  punctiired.  Decapsulation  of  both  ktdneys  mnd 
ikfttlioimge  by  means  of  the  detached  capsule  proper  were  next 
l^ivf^nued.  The  renal  heemorrbage  ceased  immediately  and  defi- 
idlitj  Iklier  operation.  Casts  and  albumen  in  the  urine^  with 
uminta  and  occasional  ursemic  coma,  persisted  during  the  first 
iwo  w««ks  after  operation,  and  then  Anally  disappeared.  At  the 
tttd  of  three  weeks  patient  was  conaidered  well  and  left  her  bed. 
On  March  29th  (apparently  the  day  of  her  getting  np)  she  con* 
Iraoted  pneumonia,  the  result  of  exposure  to  cold  draughts.  CBdetna 
«if  the  lungs  supervened,  to  which  she  succumbed  on  April  4ili, 
ISW  {four  weeks  after  the  operution),* 

**  Exammation  after  death  showed  the  left  kidney  restored  to  its 
normal  size;  right  kidney  only  slightly  enlarged;  both  kidneys 
henlthy  in  appearance.  Section  through  both  kidneys  failed  to 
disclose  any  evidence  of  pue,  stone,  or  tumour.  Microscopical  exa- 
uiinalion  by  Professor  Brooks  showed  practically  normal  kidneys/* 

The  reader  will  note  that  these  resalts  are  obtained  in 
four  weeks ;  I  do  not  comment  upon  the  rarity  of  tho 
case,  the  uncertainty  of  the  exact  cause  of  the  nephritis, 
or  rapidity  of  the  change  in  the  kidneys. 

2,  The  Fainlem  Hmmainria  of  Angioma  or  Cajnllary 
Nwvu8  of  a  He^ial  Papilla, 

But  occasionally  the  practitioner  is  confronted  by  a 
case  of  renal  haemorrhage  in  which  no  evidence  of 
chronic  nephritis  iy  to  hand,  and  no  growth,  tubercle 
baciUij  or  crystals  can  be  found  in  the  urine.  The  dia- 
gnosis of  such  a  case  is,  in  my  opinion,  the  most  difficult 
of  any  in  the  whole  range  of  urinary  disease. 

In  some  cases  the  papillary  plexus  of  vessels  which 
surround  the  papilla  of  one  pyramid  may  become  so 
dilated  and  numerous  (angiomatous)  that  bleeding  may 
occur  and  persist  for  years. 

•  Thd  italics  are  mine. 
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I  rannot  attempt,  of  course,  to  formulate  rules  for 
di^nosia  of  this  condition.  I  can  only  record  briefly 
my  own  experience  of  it. 

Before  touching  upon  this  important  subject,  which,  I 
believe,  may  prove  an  important  cine  to  the  correct 
e Indication  of  many  of  the  obscure  haemorrhages  from 
the  kidney,  I  propose  to  glance  at  the  anatomy  of  a 
pyramid. 

On  splitting  open  a  kidney  by  a  longitudinal  section 
one  notices  that  the  solid  part  consists  of  a  nnmber 
(twelve  to  eighteen)  of  separate  conical  masses  called 
pjT^amids  of  Malpighi  (Fig.  117,  P),  which  are  embedded 

Fic*.  117. 


IiOiigittiditial  section  of  tlio  kidney  to  show  pyramids  (F)  and 
papiUa?  projecting  at  various  angles  into  the  caliced.  (After 
Qnain.) 


entirely  in  cortical  substance  except  at  their  apices  (the 
papillae)  ;  the  broad  bases  of  the  pyramids  are  directed 
towards  the  surface  of  the  organ,  and  the  apices  form 
the  prominent  papill®  which  point  towards  and  project 
into  the  sinus  (the  pelvis  of  the  kidney). 
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Tho  arterial  branches  penetrate  the  substance  of  the 
organ  between  the  papillae,  and  enter  the  cortical 
substance  which  intervenes  between  the  pyramids  of 
MaJpighi ;  when  they  reach  the  base  of  the  pyramid  they 
form  archea — arterial  arches  (Fig.  118),  From  these 
vascular  arches  straight  vessels  accompany  the  numerous 


Fio.  118. 


Vawiilftr  &rclie«»  of 


of  voinc. 


Diagram  of  a  section  through  a  pyramid  and  the  euperun- 
posed  cortex.     ( After  Teatiit. ) 

tubes  to  the  papilla.  The  veins  of  the  pyramid  commence 
in  a  close  plexus  of  small  venous  radicles  surrounding  the 
excretory  ducts  at  the  papilla.  They,  passing  outwards 
towards  the  base  of  the  pyramid,  collect  in  boudleB  and 
open  into  the  coucave  side  of  the  venous  arch  (Fig.  118)» 
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Now  in  tlie  eases  I  have  encountered  in  which  the 
angiomatous  condition  of  the  papilla  was  present,  the  per- 
sistent hjcsraatnria  has  been  cured  in  two  ways:  either 
by  cutting  the  varicosed  papilla  out  bodily  with  a  sharp 
spoon  (papillectomy),  or  by  cutting  through  the  cortex 
and  destroying  the  vascular  arches  of  the  base  of  the 
pyramid.  In  either  case  tlie  bleeding  stops  at  once — but 
it  is  very  difficult  to  find  out  which  papilla  is  angiomatous, 
for  it  may  lie  so  deep  in  a  calix  as  to  be  practically 
unapproachable  from  the  pehic  cavity,  as  occurred  in 
Case  6  (p*  400)^  in  which  case  nephrectomy  may  be 
necessary.  The  subjects  may  be  made  clearer,  I  think, 
by  giving  cases. 

CatB  1.  IniermiUtfU  hmmaUtria  for  five  ffeart,  aeeasioncUttf  per* 
Mtent,  latUrly  profuse;  marked  anctmia ;  cyHoeeopy ;  renal  ex- 
ploraiion  ;  renal  pelvo§coptjf  papUletiom]^  ;  cure.— Miss  L — '^  let. 
18,  wa«  sent  to  me  Ln  March,  1898.  by  Dr.  Albei-t  Davis,  of  Liver- 
pool, to  aBcertain  the  site  and  cause  of  an  intermittent  hematuria 
of  five  years*  standing.     Dr.  Davis  wrote: 

**  The  attacks  come  on  suddenly  when  she  is  in  good  health,  last 
several  weeks  or  months,  and  cease  as  suddenly.  She  has  been 
under  the  care  of  several,  and  has  been  in  the  Liverpool  Royal 
Infirmary  under  Sir  William  Banks,  who  diagnosed  the  case  aa  one 
of  hysterical  b hematuria,  because  of  the  attacks  ceasing  as  soon  as 
fihe  entered  the  hospital.  Astringents  have  no  efTect.  Bacterio- 
logically  and  microscopical] j  there  is  no  evidence  of  the  nature  of 
the  disease,  I  send  her  to  you  to  examine  the  bladder  nidth  the 
light,  and  if  that  is  norniaj  to  catheterise  the  ureters." 

When  the  girl  came  nnder  my  cai'e  she  was  lethargic  and  pro- 
foundly aUEemic.  The  urine  waa  maroon -coloured ;  no  casts, 
tubercle,  or  renal  pelvic  cells  could  be  found  by  the  Clinical 
Research  Aaaooiation. 

1  examined  cystoscopically,  and  although  on  each  occasion  my 
catheter  drew  off  dark  bloody  urine,  I  could  see  no  ureteric  efflux. 
I  tried  once  or  twice,  but  always  failed,  though  bloody  urine  was 
passed  soon  after  I  left. 

As  she  had  a  9u*pieum  of  rigidity  and  tenderness  in  the  right  loin» 
1  sent  her  home  with  the  diagnosis  that  both  ureters  were  healthy, 
bat  that  I  believed  the  cause  was  stone  in  the  right  kidney,  and  in 
I'iew  of  the  extreme  pallor  and  nncontrolled  biemorrhage  right  renal 
•exploration,  possibly  nephrectomy,  would  have  to  be  carried  out. 
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But  I  was  not  satisfied;  I  remembered  tbatoD  seTeral  aceasians  I 
had  exatnmed  otber  cases  for  undoubted  painless  renal  haE^morrhage  { 
and  had  found  the  ureters  **  off  work,"  Could  Sir  William  Bank^  | 
be  correct,  and  this  dark  renal  hajmoi-rbage  be  really  of  Derraus 
origin  ?  The  patient  was  brought  back  in  a  few  weeks ;  her 
hBBmaturia  and  pallor  were  more  pronounced.  One  morning  I 
appeared  on  the  scene  quite  unexpectedly  and  examined  her  in  bed. 
The  left  ureter  was  rapidly  pumping  jets  of  dark  bloody  urine ;  the 
right  ureter  was  working  slowly  and  sluggishly,  but  the  urine  from 
it  was  €leai\  Evidently  by  taking  the  girl  unawares  I  had  gained 
my  object.  The  bleeding  and  renal  secretion  were  under  nenrana- 
control. 

Instead,  therefore,  of  cutting  on  to  the  right  kidney  as  I  had 
proposed,  because  of  its  tenderness*  I  brought  the  left  kidnej  out 
on  to  the  loin.  It  was  healthy  both  to  sight  and  touch,  I  thei-efore 
turned  it  over  and  examined  its  pelvis  and  ureter.  Both  were 
healthy.  Hoping  to  find  a  simple  solitary  ulcer  of  the  mucoua- 
membrane  of  the  renal  pelvis  analogous  to  that  condition  which  I 
had  described  in  the  bladder,*  I  incised  the  pelvis^  separated  the 
edges,  and  threw  the  electric  light  inside.  After  swabbing  awaj  a^ 
little  blood  I  saw,  to  my  astonishment,  what  I  believed  to  be  a 
villous  tumour  of  a  papilla.  A  tuft  or  congeries  of  vessels  sar- 
rounded  the  extreme  apex  of  a  papilla  about  the  middle  of  the  sinus, 
just  within  the  margin  ot  the  hilum  (Plate  XVII),  My  assistant 
and  Mr.  Woodhouse  Bi*aine,  who  was  anassthetismg  the  patient, 
both  examined  the  papilla.  Every  other  papilla  was  pale  and 
healthy.  I  now  took  a  Volkmann*a  spoon  and  cut  the  papilla  andr 
fully  half  the  Malpighian  pyramid  out.  The  wound  leaked  urine 
for  a  couple  of  weeks,  and  then  firmly  and  finally  closed.  No  blood 
was  seen  after  the  first  dressing  of  the  operation  wound^  and  the 
urine  at  once  became  brilliantly  clear.  The  tenderness  in  the  right 
loin  disappeared.  She  has  remained  well  ever  since,  becoming. 
stout  and  active.! 

On  examining  this  papilla  under  water  I  saw  that  it  was  not 
villous,  as  I  had  supposed,  but  that  the  vessels  of  the  mucous- 
membrane  clothing  the  papilla  were  markedly  varicosed* 

Mr,  Target t  kindly  examined  the  specimen  for  me.  and  reported' 
there  was  no  evidence  of  growth,  but  there  was  a  congestion  of  the 
vessels  with  extravasation  of  blood  and  an  increase  in  the  cellular 

♦  Author,  **  Solitary  Ulcer  of  the  BUdder,"  •  Brit.  Med.  Journal/ 
May  9th,  1896. 

t  Patient  had  a  very  slight  relapse  a  few  weeks  ago,  that  is  eighteen 
months  after  the  operation^  but  is  again  well  (December,  1902), 


PLATE  XVIL 


AngioiDA  of  a  reiml  papilla  wbich  had  bled  for  five  y 
pnpitlectcuiy  :  cure. 

(Author's  caM.) 


n 


fhAtm^ 


A»gio„,HcU  lower  renal  papina:  papillectomy:  cure. 
(Author's  cftse.) 


Knpratvit  «b4  l*ti<ii^4  i,|  i^ji^  ,^  J 
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stroma.  This  might  be — suggests  Mr,  Targett— *aii  eai'ly  stage  of 
a  fibromatous  condition,  aacb  as  is  not  uncommon  in  the  tips  of  the 
papiEa;. 

Case  2.  Alanning  hematuria;  profound  anemia;  cystoscopy; 
renal  pelvoscopy  ;  papillectomy. — ^I  was  asked  in  September,  1899, 
by  Dr.  Wigg  to  er&mine  a  ladjr,  set.  30,  aaSering  from  profuse 
bfematuria. 

Tbe  hemorrhage  had  appeared  fourteen  daja  previously  without 
any  apparent  cause  and  without  any  symptooi  to  mark  the  origin 
of  the  blood.  No  renal  cells,  growth  fragments,  tubercle,  casts, 
nor  cryatala  could  be  discovered  (Clinical  Research  Association). 
CyBtoHCOpy  showed  streams  of  bloody  urine  to  be  issuing  from  the 
left  ureter ;  the  bladder  was  healthy.  Astringents  were  powerless* 
and  the  hsemorrhage  became  so  violent  and  the  patient  so  exhausted 
that  I  operated  a  week  later,  bringing  the  left  kidney  out  on  to  the 
loin.  It  was  absolutely  healthy,  likewise  its  pelvis  and  ureter.  I 
opened  the  common  pet  via  and  washed  away  the  collected  blood. 
The  mucous  membrane  was  healthy,  but  as  fast  as  I  washed  away 
the  dark  blood  more  issued  from  the  lower  branch  of  the  pelvis.  I 
therefore  slit  it  up  through  the  kidney  substance,  separated  the 
incision  by  means  of  retractors,  swabbed  out,  and  threw  in  the 
electric  light  ( Plate XVIII).  I  now  saw  a  bright  red  varicosed  papilla, 
precisely  similar  in  appearance  to  that  which  I  encountered  in  my 
first  case.  Eight  or  ten  medical  men  examined  the  papilla,  and  I 
was  able  to  assert  that  this  small  point  was  the  sonrce  of  tbe 
luDmorrhage,  and  that  by  cutting  it  out  the  haemorrhage  would  be 
arrested.  The  statement  was  received  with  much  I'eserve,  for  it  was 
hardly  credible  that  so  dangerous  a  haemorrhage  could  originate 
from  so  small  an  area.  I  scooped  out  the  papilla,  and  I  am  glad  to 
say  my  prognosis  was  verified*  No  blood  has  appeared  since,  and 
the  loin  healed  for  a  time.  Mr.  Targett  reports  that  *'the  vessels 
in  this  part  of  the  kidney  are  distended  with  blood,  and  there  is 
some  extravasation," 

Froyresa  of  cost. — The  loin  became  inflamed  some  months  after- 
wards. It  broke  open,  and  the  sinus  became  septic,  but  no  more 
hasmorrbage  occurred,  I  am  inclined  to  blame  a  couple  of  chromic 
acid  stitches  which  I  inserted  into  the  kidney  tissue  at  the  time  of 
the  operation,  because  a  colleague  used  a  strand  of  the  same 
material  to  close  a  renal  incision,  and  it  was  subsequently  passed 
per  wreihram  after  much  suffering. 

In  these  two  cases  the  papillaD  which  were  affected 
were  got  at  easily.     They  were   not  deeply  placed,  but 


jasl  at  the  opening  of  the  lower  mfmidibiilaiii.  I  vas 
encoimged  to  contiiiiie  opening  the  pelvis  in  similar 
caeegj  btxt  I  regiei  to  smj  I  did  not  apprecriate  the 
eztnordinary  abstinacj  of  tlie  bleedmg  from  a  spongy^ 
▼ariooeed  papilla^  and  mj  next  case  tanglit  me  that  if  it 
is  operated  upon  at  all^  it  has  to  be  tkcrtmghlif  remoTed. 

due  3.  Proftue 
jtmwteni   atkd  pnfommd 
tmeMmg  a  papill^i  wiik  vhmtf  i 

lontf ;   cure.— J.  F— ,  vt.  36,  wm  Mat  lo  me  by  Dr.  Stewarts 
Waterford.    The  patient  had  been  admitted  twice  into  Wb 
Ittfirmury  witb  profuse  bf  maiuria,  and  eacli  time  after  a  ] 
rest  he  bad  uh  the  hospital  with  clear  anne.    The  bleeding  i 
earred,  howerer,  oa  each  occasion  in  a  week  or  two-     He  had  ] 
alight  pain  orer  the  right  kidnej,  which  disappeared  when 
hemorrhage  oeaaed,  and  returned  with  ita  recorrence.     When  I  aai 
him  he  waa  pallid  and  waated*    The  haemorrhage  recnn^d  on  th^ 
sligbteat  exertion.    I  aoapected  renal  carcinoma,  but  could  det 
no  tttmoar.     Urine  sp.  gr.  1022—1030;   no  tubercle  bacillna^  pti 
or  blood ;   no  casta.    Large  sharp  efflux  of  dark  urine  fi^m  ri^htl 
ureteric  orifice  i  bladder  bealthj. 

IHagnoHt, — Bight  renal  hsBmaturia ;  canae  doubtful. 

OperaHon  (July  9th»  1^02), — Exploi-ation  of  kidnej  by  the  laml 
ronte.  The  right  kidney  was  easily  reached-  it  was  fairly  mor* 
able,  and  it  had  few  adhesions ;  the  cortex  appeared  normal.  Ita 
ainus,  bowerer,  waa  distinctly  hollowed  (canoe  kidney,  foot-note*  p. 
S44;,  and  there  waa  a  separate  blood -supply  to  the  tail.  The  ureter  ' 
waa  healthy.  The  pekis  was  opened;  blood  kept  issuing  steadily 
from  the  lower  infundibtilum.  Instead  of  performing  papiUectomj 
I  applied  iron  solution  to  the  bleeding  patch,  and  hoped  that  would 
suffice.  No  benefit  accrued.  The  bleeding  continued  unabated. 
He  waa  therefore  prepared  for  nephrectomy  two  months  later 
(September  'Jth.  1902). 

CyttoMcopy. — The  lips  of  the  right  ureteric  orifice  were  a  little 
puffy  and  stained  red,  the  opening  itself  being  patulous.  A  thin 
trick  let  of  blood  iesued  from  it  when  pressure  was  exerted  on  the 
right  kidney  and  along  the  right  ureter,  but  there  was  no  jet.  The 
left  ureteric  orifice  was  smaller,  but  it  ako  was  a  little  puffy  and  open. 

/ft/ercnee.^Hmmorrhage  proceeda  from  tbe  pelvis  of  the  right 
kidney,  which  ia  either  temporarily  or  permanently  inactive.  There 
is  a  Blight  inflammatory  wave  descending  from  the  right  kidney 
pelvis  and  affecting  the  trigone* 
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Op0rtdion,—The  right  kidaey  wa«  foimd  to  have  retracted  aiicler 
tli6  ribs,  as  all  inflamed  kidnejs  do  when  no  large  collection  of  pua 
is  present  to  force  them  down.  I  found  the  renal  tissue  verj  friable^ 
and  the  bleeding  became  severe  on  manipulation.  I  removed  it 
after  clamping  the  pedicle.  The  patient  healed,  and  reported 
himself  well  six  months  later. 

The  kidnej  was  found  to  be  in  a  state  of  subacute  nephritis,  pro* 
bablj  induced  bj  the  operation.  There  was  no  pelvic  growth,  no 
stone,  no  ulceration,  but  the  case  Is  vitiated  to  some  extent  bj  the 
first  Opel's tioUt  for  it  is  uncertain  how  far  the  intervention  produced 
the  inflammatory  condition  found  on  the  second  operation;  it  is 
inoiuded,  however,  in  the  class  containing  angiomatous  papilla, 
because  at  the  first  operation,  when  the  renal  pelvis  was  inspected^ 
a  flow  of  blood  issued  from  a  lower  caliz.  This  ease  made  me 
dissatisfied  with  opening  the  pelvis,  and  I  determined  to  attack  the 
vascular  arches  in  the  lower  third  of  the  kidney,  for  in  the  three 
previous  cases  the  bleeding  had  originated  from  one  of  the  hwer 
papilliB* 

Ca*€  4.  Pronounced  hematuria  for  eight  week*;  G^/Btotcopy ; 
seelion  through  vascular  arches  of  lower  third  of  kidney;  cure, — I 
was  asked  by  Br.  A.  F.  Fenny  to  see  a  patient  who  had  been  passing 
blood  in  his  urine  for  eight  weeks  without  any  incermiasion.  There 
was  no  apparent  cause  for  the  onset,  but  after  it  had  started 
any  movement  caused  an  immediate  and  a  severe  increase  in  the 
severity.  It  was  quite  symptomleas.  The  urine  contained  blood- 
cells  only,  no  casts,  nor  tubercle  bacilli,  nor  crystals.  Sp,  gr. 
I02O. 

CyBioacopy, — The  bladder  was  healthy.  An  oblique  rush  of  dark 
bloody  urine  was  seen  to  issue  from  the  left  ureteric  orifice ;  occa- 
sionally the  efflux  consisted  only  of  a  little  brighter  blood,  which 
came  out  slowly  and  finished  in  a  trickle ;  but  generally  the  efflux 
was  powerful,  full,  and  dark. 

Inference, — A  healthy  left  kidney  with  a  small  area  of  hemor- 
rhagic disease,  hyperactive  because  of  irritation  of  the  blood,  and 
bleeding  freely  because  of  a  congestion  of  the  gland.  The  site  of 
the  bleeding  point  is  pelvic  because  of  the  escape  of  trickleta  of 
blood  between  the  normally  timed  effluxes. 

Operation, — I  turned  the  left  kidney  on  to  the  loin.  If  any  kidney,. 
or  pelvis,  or  ureter  appeared  healthy,  this  did«  I  cut  deeply  into 
the  cortex  of  the  lower  third,  but  withoui  eniertng  the  pelvis,  and 
roughly  used  the  point  of  the  finger  to  enlarge  the  bottom  of  the 
wound,  hoping  by  this  means  to  destroy  the  vascular  arches  of  one 
or  more  of  the  lower  pyramids.    There  was  free  bleeding,  but  thia 
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was  cliecked  at  once  bj  cortical  iu tares.      The   bt&matttrim  dis- 
appeared in  a  few  dayB»  and  be  bealed  quieklj. 
Si^  montba  later  patient  reported  himsell  as  well. 

Ctwe  5.  Sudden  brigJUi*h  hsematuria  coming  on  in  the  ni^hi; 
intermiUentf  but  returns  on  the  alightesi  exertion;  left  rendi 
incmoH;  cure, — G.  T — ,  let.  38,  was  sent  to  me  by  Dr.  Stanley 
Carpenter,  April  29th,  1898.  Ten  days  prior  to  seeing'  me  an 
attack  of  symptom  lea  a  iiaetnaturia,  tbe  secretion  bavin  g  the 
appearance  of  dark^  muddy  ale.  Standing  on  tbe  table,  when 
be  came  to  see  me,  waa  a  sample  left  by  tbe  previous  patient. 
Both  samples  had  exattbj  the  same  visua  I  appearance.  One  (G.  T^*s ) . 
however,  was  of  renal  origin  ;  the  previous  patient  bad  villous 
papilloma  (subsequently  removed  by  me). 

6.  T —  complained  of  no  lumbar  pain^no  renal  tendemeaa. 
There  was  no  tumour  to  be  felt.  Urine  1025,  acid;  blood;  no  caste. 
After  a  long  and  fruitless  trial  with  drugs,  tbe  bleeding  being 
aggravated  in  severity  by  movement,  I  decided  to  interfere. 

Cijstoiscopy.^B\si.ddQr  normal.  A  rapid,  dark,  bloody  efflux  from 
tbe  left  ureteric  orifice. 

Iitference. — A  bealtby  kidney  with  a  small  heemorrhagic  area  in 
pelvie. 

Operation, — The  left  pelTiB  waa  felt  as  usual  witb  tbe  blnnt 
*nd  of  tbe  forefinger  tbrongb  a  deep  incision  in  the  cortex  of 
the  lower  third  of  the  organ,  but  the  pelvis  was  not  opened; 
notbing  was  found. 

Tbe  patient  recovered  quickly,  though  he  had  continuous  hiccough 
for  a  week  after  the  operation.  The'  bEematuria  ceased  at  once,  and  he 
reported  himself  a  year  later  as  being  in  perfect  health.  He  writes : 
**  I  have  been  working  at  my  trade — piece-work  at  boiler  and  I 
niacbinery  work  (and  riveting).  This  is  very  hard  work,  and  yet 
I  have  felt  very  well  since  my  opei*ation.'* 

I  should  like  now  to  add  a  sixth  case^  in  which  my 
attempt  to  control  the  heematuria  by  cleanly  cuttiii^l 
throiigli  the  vascular  arches  at  the  bases  of  the  pyTa- 
mids  resulted  in  a  failure ;  in  other  words,  a  precise, 
clean,  deep  wound  in  the  cortex  was  valueless  in  checking 
hemorrhage  from  a  varicosed  papilla.  This  case  is  so 
clear  and  complete  that  I  give  it  somewhat  in  detail, 

CoMe  6.  Two  years*  peraistetii  haemorrhage;  cystoscopy;  cUan 
section  of  cortex  of  right  kidney;  no  result;  tiephreciomy ;   cur^i 
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9peeimen  ahowin^  one  papilla  in  lower  middle  calyx  Bpongij  ond  an^ia- 
maioug. — Mi-s,  O— .  aet  40,  was  brought  to  me  by  Dr.  O.  Leeaon* 
For  twu  years  tbere  had  been  dark  blood  in  ber  urine  witbout  any 
intermission.  It  began  after  taking  some  *V physical  eiercises/' 
bat  this  may  have  been  a  coincidence.  There  was  no  clue  to  the 
source  of  the  bajmorrhage,  except  its  dark  colour,  which  pointed  to 
a  renal  origin.  Tbere  was  no  pais  anywhere,  no  frequency  ot 
urination  or  difficulty  in  the  act.  There  was  a  marked  family 
history  of  phtbiaia.  Many  saw  hei*  and  many  diagnoses  were 
received.  One  prominent  physician  felt  conrinced  it  was  Tillons 
papilloma  of  the  bladiler.  so  an  operating  surgeon  dilated  the 
urethi-a  and  examined  the  bladder  digitally,  but  failed  either  to 
detect  villous  gi^owtb  or  the  origin  of  the  bleeding.  The  bleeding 
never  ceased.  She  became  lethargic,  anaemic,  depressed,  and  hopeless. 

T  HSLw  her  in  September,  1902.  The  bleeding  was  absolutely 
symptomless,  and  Br.  Eastes  reported  that  the  urine  contained 
only  blood.cells. 

C}f9i&icopy. — The    dght    ureteric    orifice   was    a  little  swollen 
pouring  out  of  it  were  large  effluxes  of  dark  bloody  urine. 

Inft!rence. — A  hypenemic  kidney;  area  of  hasmorrhagic  disease* 
smnll,  because  secreting  power  is  great.. 

D/rtj/nom,— Either  growth  of  pelvis  or  an  angiomatous  papilla  in 
a  lower  calyx. 

Operation  {September  26th,  1&02).— Right  kidney  loose,  fatty 
tissue  slightly  attached  to  cortex.  It  was  freely  separated  and 
brought  on  to  the  loin.  It  looked  healthy  in  sizCp  shape,  and 
colon r.  Pelvis  and  ureter  wei-^  perfect.  The  sinus  was  perhaps  a 
little  hollowed.  No  stnne.  As  there  was  no  evidence  of  growth  I 
diagnosed  an  angiomatous  papilla,  and  explained  my  reasons  for  thr: 
following  procedure  to  Dr.  Leeson,  who  was  assisting  me.  An 
incision  was  cleanly  made  along  the  convexity  of  the  cortex  of  the 
lower  third,  and  deepened  with  the  knife  until  I  considered  I  had 
reached  the  vascular  arches  of  the  lower  pyramids.  The  wound 
waa  then  stitched  up  by  interrupt^  catgut  sutures. 

I  reckoned  that  this  incision  had,  in  all  probability,  cut  through 
the  vascular  arches  of  the  lower  two  or  three  pyramids,  and  that  the 
resultant  scarring  would  arrest  the  hasmaturia. 

The  bsematuria  was  not  relieved  in  any  way.  In  fact,  I  think  it 
was  worse.  I  sent  the  patient  to  the  sea-side,  and  she  returned  more 
aniemic  than  ever.     I  obtained  leave  to  nephrectomise. 

November  25th,  1902.^ — Two  months  after  the  first  operation  I 
cut  on  to  the  loin  and  removed  the  right  kidney.  The  patient  nevei' 
passed  any  blood  after  this. 

27 
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DUsecHvnoftheritjhtkidneij, — On  cwttmg  into  the  pelris  to  see 
where  the  site  of  the  bleeding  was,  I  found  it  diirided  into  two 
primiiry  tubular  divrBiona«-both  bealthj  (Plate  XIX)» 

In  the  lower,  about  the  level  of  the  eommencement  of  the  ui*eter, 
I  noticed  a  small  dark  blood -clot  in  the  month  of  a  deep  caljx. 

On  cutting  up  the  track  of  this  calyx,  which  proved  to  be  abort 
and  truncated,  a  dark  purple  papilla  appeared,  and  oosing'  fi-om  a 
bright  point  in  its  apex  was  a  little  blood.  This  was  obviouslj  the 
site  of  the  persistent  hteaiorrhage  of  two  years*  dni-atlon  :  why  bad 
my  incision  into  the  cortex  of  September  29th  not  arrested  the 
hsetnorrhage  J*      A   ecar  ran   almost  to   the  base   of  the   pyramid 

Fig.  119. 


Angioma  of  renal  papilla.     Case  of  Mrs.  U— .     Magnified  lU  diaiiietef«. 

affected,  bat  it  had  not  gone  through  the  vascular  archea.  Obvioualy- 
1  had  not  been  roitgh  enough.  It  was  at  once  painted  (Plate  XIX), 
and  then  the  papilla  was  cut  out  and  sent  to  Mr,  Targett  for  micro* 
scopy.     He  reports  aa  follows : 

'*  Kidney  sjtecimen. — A  eectioa  of  this  specimen  includes  the  g'reater 
part  of  the  cortex  of  tbe  kidney  and  the  entire  length  of  the  enlarged  I 
papilla.  The  cortical  tissues  appear  quite  healthy,  both  as  regard* 
the  glandular  tubules  and  the  glomeruli >  but  on  parsing  up  the 
papilla  towards  the  pelvis  of  the  kidney  we  find  an  extensive 
dilatation  of  the  small  vessels  running  in  the  papilla.     Indeed,  the 


PLATE    XIX. 


ADgioma  of  a  renal  p&pUlA,  which  bled  contioooDsly  and 
freely  for  two  ycara.     Operation  .  cure. 

(Atithor'a  case.) 
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condition  is  so  marked  at  tlie  sninmit  of  the  papilM  that  it  consti- 
tutes a  capillarj  nseiras  or  angioma,  and  many  of  the  longer 
vascular  cbanneli  are  distended  with  clot  (Figs.  119,  120).  In  con- 
sequence of  tbis  growtU  of  ressels  the  papilla  is  enlarged  and  the 
covering  of  transitional  epithelium  is  greatlj  thinned  (or  actually 
wanting  at  the  apex). 

**  The  capillary  vessels  must  therefore  have  been  placed  in  direct 
communication  with  the  cavity  of  the  pelvis  of  the  kidney," 

With  the  experience   of  these  six   cases  I  feel  I   am 
justified  in    submitting   that    one    cause,   at  leasts  of   a 

Fio,  120. 


Angioma  of  renal  papilla.    Case  of  Mrs.  0—.    Magnified  80  diameters. 


sjonptomless  persistent  renal  hsemorrhage  in  the  adult 
is  traceable  to  a  change  in  a  papilla  ;  that  this  change 
appears  to  the  eye  to  be  a  spongy,  varicose  condition; 
that  microscopy  reveals  its  essential  change  to  consist  in 
a  capillary  mevus  or  an  angioma;  that  eitlier  it  has 
to  be  curetted  out  (papillectomy),  or  its  blood-supply 
has  to  be  thoroughly  destroyed  by  rough  tearing  of 
that  particular  pyramid  through  a  cortical  incision.  The 
particular  difficulty  of  papillectomy  is  to  find  the  papilla 
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affected,  for  it  may  be  hidden  deep  in  a  long*  narrow  calyx 
and  escape  detection.  The  pelvis  has  then  been  freely 
laid  open  to  no  purpose,  for  the  bleeding*  continues  (Case 
'^) .  The  particular  difficulty  in  breaking  up  the  vascular 
supply  of  the  diseased  papilla  from  the  cortex  is  the 
uncertainty  as  to  where  to  find  it- 
Seeing,  however,  that  the  cases  I  have  enconntered 
have  all  been  in  the  lower  third  of  the  organ,  I  should 
suir^est  the  following : 

In  women  where  tlie  kidney  is  readily  displaced  on  to 
Till'  loin  the  lower  pelvis  should  be  opened  and  inspected, 
and  piipillectoiny  be  i)erformed  if  possible. 

'i'liat  in  men,  with  thicker  muscles  and  shorter  renal 
pedirlus,  an  incision  should  be  carried  through  the  lower 
tliirtl  i)\'  the  cortex  from  the  convex  border,  and  the 
tissues  lorn  down  to  the  position  of  the  pelvis  by  usin^ 
the  blmit  end  of  the  linger. 

We  n«ad  in  the  literature  of  such  symptomless  hicraa- 
tarias  l)cing  cured  by  exploration  of  the  pelvis  with  the 
liui^^t-r  tlmaigli  a  cortical  incision,  that  nothings  could  bo 
di-(ovjr(.'<l,  and  yet,  to  the  manifest  surprise  of  tiie 
'»ni'L:'«*«»n,  tlu'  ])atient  was  cured. 

I  liav.'  <ern  sucli  cases  terminate  thus  favourably  in  t lie 
liamis  i»t-  other  surgeons  wlio  have  asked  me  to  cystoscope 
:nid  indii'ate  ilie  (.)rigin  ot*  the  lia;morrhage  ;  but  tlio 
i^\j)lorati»»n  was  always  roughly  carried  out,  and  the  bleed- 
ing at  ilir  operation  was  free. 

Tliere  ari'  three  ])oints  in  connection  with  this  subjecr 
I   wish  to  lay  stress  u])on  : 

[n)  (^nn.sdtioti. — I  am  uncertain  as  to  the  nature  of  this 
change.  It  may  be  that  the  papilljiry  change  is  merely  a 
-imall  area  alVected  by  chroinc  interstitial  nephritis.  It 
may  l)e  the  drag  or  torsion  of  the  vessels  of  the  kidney 
(for  in  most  of  the  cases  the  organ  was  somewhat 
movable).  If  the  former,  why  are  there  no  casts  or 
other  evidence  of  renal  degeneration?  If  the  latter,  why 
is  it  painless?  (cf.  p.  4-1-0). 

{/>)  J    do  not  suggest  that  all   cases  need  operation. 
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The  bleeding  sometimes  ceases  under  ordinary  astringent 
medicine^  and  though  one  cannot  diagnose  the  condition 
except  by  actual  sights  it  may  be  suspected  by  the 
process  of  exclusion.  Walter  G — ^  a  boy  of  fourteen,  was 
sent  to  me  in  May,  1900,  by  Dr.  Bone,  of  Luton,  with 
symptomless  haematuria  of  the  brown  type.  The  bladder 
was  beautifully  clear ;  the  right  ureteric  orifice  was  large 
in  relaxation  and  elongated.  The  bleeding  was  renal. 
There  were  no  casts  or  tubercle  bacilli  in  the  urine. 
Nothing  was  done.  This  haemorrhage  continued  on  and 
off  for  eighteen  months;  it  then  suddenly  ceased.  His 
health  improved  rapidly,  and  he  has  developed  into  a  tall 
(six-foot),  healthy-looking,  well-developed  lad.  (Dr.  Bone, 
September,  1902.) 

(c)  Lastly,  I  do  not  wish  to  convey  the  impression  that 
this  papillary  change  exhausts  the  causes  for  symptomless 
renal  haemorrhage  existing  in  patients  in  whom  the  urine 
contains  no  evidence  of  chronic  nephritis ;  I  merely  impress 
upon  the  reader  that  apparently  it  is  not  an  infrequent 
cause,  and  that  this  has  to  be  taken  into  account  by  any 
surgeon  who  undertakes  to  check  painless  and  persistent 
renal  haemorrhage  by  operation. 

3.  The  Painless  Hwmaturia  of  Benign  and  Malignant 
Growth  of  the  Kidney. 

It  is  unnecessary  here  to  enter  upon  the  pathology  and 
differential  diagnosis  of  benign  or  malignant  growth  of 
the  kidney.  The  subject  is  indeed  sufficient  for  a  volume. 
It  is  enough  to  show,  in  those  cases  in  which  the  kidney 
or  its  pelvis  is  thus  affected  "  latently " — that  is,  in 
which  there  is  no  objective  or  subjective  evidence  of  the 
presence  of  the  disease, — that  the  cystoscope  is  of  infinite 
value,  for  it  often  enables  the  surgeon  to  select  and  to 
remove  the  disease  before  any  swelling  of  the  organ  can 
be  detected  by  the  hands. 

To  interfere,  or  to  interfere  only  when  a  renal  tumour 
has  made  its  appearance,  is  to  do  so  too  late. 
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Benign  and  malignant  growth  of  the  kidney  or  ureter 
manifest  their  presence  in  the  pelvis  early  in  37  per  cent. 
of  the  cases  by  a  painless  recurrent  hsematuria^  and  in 
this  respect  they  resemble  the  softer  forms  of  benign  and 
malignant  growth  of  the  bladder.*  In  such  cases  it  is 
often  impossible  to  feel  any  renal  tumour.t 

In  my  experience  the  earlier  bouts  of  this  hsBmaturia 
are  usually  sharj),  the  colour  being  bright,  and  often 
jicc'ompauiod  by  clots,  which  form  in  the  bladder.  But  I 
<l<)  iK>t  wish  to  convey  the  impression  that  every  attack  is 
sevoi-e.  The  general  character  of  the  bleeding  is  brighter 
than  that  usually  noticed  in  chronic  nephritis.  Often  the 
initial  luiMiioiThago  is  traceable  to  a  strain,  over-exertion, 
or  a  sli<rlit  blow,  and  the  repetition  of  the  bleeding  or  the 
decree  of  its  severity  seems  to  depend  much  on  the  same 
cause*.  Some  patients  with  multiple  hard  deposits  in  the 
mucous  membrane  of  the  pelvis  are  troubled  by  a  per- 
sistent loss  of  blood,  but  this  is  uncommon.  The  general 
ty])o  consists  of  recurrent  attacks,  with  intervals  of  clear 
urine. 

Now  a-  ])rofuso  riHrurrunt  painless  heematuria  necessi- 
tates sk  111(^1  cyst«)scn|>y. 

Tlic  clinician  will  generally  be  well  ad^^sed  if  lie 
examines  in  the  interval  between  the  hiemorrhages — with 
the  water  clear, — when,  in  fact,  the  bladder  need  not  be 
washed  out  tor  the  inspection.  If  nothinjr  is  discovered 
the  ])atient  must  he  re-exann'ned  whiMi  the  luemorrhage  is 
])resi'nt,  and  in  this  casi*  the  bladder  must  be  irrigated  and 
each  ureteric  orifice  inspected  to  detect  a  bloody  efflux. 

*  Cf .  Author, '  'I'liinoiirs  of  tlic  BIjkMct,  Operative  and  Inoi)orative/ 
p.  79. 

t  Compare  Author,  "Surjjfical  Affection  of  the  Kidney,"  'Encyclop. 
3Iedioa,*  vol.  vi,  p.  80.  In  tumours  of  the  kidney  in  children  ha^maturia 
takes  place  in  about  25  \>v.r  cent,  of  cases.  These  are  always  or  almost 
always  sarcomata.  In  adults  a1>out  20  jwr  cent,  oi  the  cases  of  miilig"- 
nant  disease  present  hematuria  as  a  prominent  symptom.  These  are 
divided  between  the  sarcomata  .ind  carcinomata.  In  carcinomata  ah^ne 
75  per  cont.  of  tliti  cases  pit'sent  ha^maturia  as  a  prominent  symptom. 
((Quoted  from  Dr.  Newman's  'Renal  Cases,'  p.  137.) 
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Ureteric  Meatoscojuj  in  Benign  or  Malignant  Growth  of 
the  Kidney. 

(a)  In  the  Interval  between  the  H hemorrhages. — I  con- 
sider the  change  in  the  ureteric  opening  most  frequently 
noticed  in  renal  growth  which  has  affected  the  pelvis,  to 
be  a  dull-coloured  swelling  and  elongation  of  the  opening, 
a  condition  which  is  so  noticeable  in  pelvic  dilatation  (q,  v., 
J).  350),  the  orifice  resembling  the  swollen  meatus  of  the 
male  urethra.  In  other  cases  the  lips  of  the  ureteric 
orifice  of  the  affected  kidney  may  be  normal  in  size,  but 
the  edges  may  be  roughened  and  the  interior  may  appear 
coloured  a  dull  red,  just  as  if  it  had  been  lightly  smeared 
with  dull  red  blood.  Such  a  condition  is  frequently  seen 
in  recent  profuse  renal  haemorrhage — the  haemorrhage 
having  ceased.  This  roughened  and  stained  condition  of 
the  lips  is  not  a  ccmstant  feature;  I  have  seen  some  of 
the  severest  renal  hitmorrhages  emerge  from  the  healthiest 
looking  orifices.  The  absence  of  this  appearance,  there- 
fore, does  not  imply  that  there  has  been  no  recent  haemor- 
rhage ;  it  merely  points  to  the  absence  of  epithelial  abrasion 
by  large  clots  being  extruded,  or  to  slight  surface  microbic 
necrosis. 

Should  icelUmarked  vessel  twigs  radiate  from  the  very 
edge  of  one  reddened  ureteric  orifice,  the  inference  that 
the  corresponding  kidney  has  been  the  source  of  the 
recent  renal  haemoiThage  receives  strong  corroboration. 

Still  more  certain  is  it  if  the  lips  and  the  corresponding 
part  of  the  'plica  ureterica  be  slightly  swollen  and  finely 
stippled  with  red  (as  in  the  early  stage  of  acute  ure- 
thritis), for  in  this  case  clots  have  passed  along  that 
ureter  as  well  as  fiuid  blood,  and  have,  by  their  size  or 
their  (lecom])osition,  evoked  a  slight  ureteritis.  The  last 
condition  can  be  sometimes  confirmed  clinically  by  a 
report  that  the  patient  has  suffered  from  slight  or  severe 
lenal  pain  or  renal  colic,  this  symptom  varying  according 
to  the  size  of  the  clot  and  the  duration  and  difficulty  of 
its   transit   along  the   ureter.      In   advanced  cases,  w^here 


U}^  ELECTRIC-UGHT   CYSTOSCOPY. 

tliiiv  i.--  ail  eiiMriiious  renal  tumour,  I  Iiav^  seen  the  corre- 
-|p«'!:<liii<r  uivteric  orifice  bloodless, and  of  a  dcnd  ir/iiV^,  while 
Till*  otlier  uivteric  urifice  has  been  in  every  respect  normal. 

I  Dnrh.^j  mi  Afttick  of  Haemorrhage. — But  when  renal 
iiiL'iMnrrlia'j't*  i>  ]>resent,  an  efflux  of  brig-ht  blood  frum  one 
i:it'triic  oiiHce  is  characteristic  of  severe  bleeding*  into  the 
■  rn'>i>(>iMliiiir  renal  pelvis.  Thert*  is  more  bright  blooil 
rliii!:  uriiH-,  tlu-  jet  being  correspondingly  more  solid  than 
II  tiii*  luemntiiria  of  chronic  nephritis.  Often  a  long  cast, 
I'iij.  .T  cl't  <»f  blou<l  will  be  seen  projecting*  from  the 
'  rifi<  f,  aii«]  <'l»vi«»ii>ly  distending  that  part  of  the  ureter 
V,  liich  tnivi-rse^  the  bladder  wall.  This  distension  is 
ii  t^riiMl  by  n  <li>rinct  convexity  of  that  surface  which 
li.ii-  bt-y.-iid  tlu'  orifice,  upwards  and  outwards,  in  pro- 
l('ii'_:;iTi<»ii  nt"  till'  ]>lir(i  unftricn.  This  convexitv  easts  a 
<i.'t|-  >li;nl<'\v  ill  front  cr  behind,  according  to  the  position 
«.i   tlu-  liLHlt. 

It  TiiJiy  liiipprn  while  the  cystuscnpist  is  exaniinins^ 
the  ]»]uL'-Li-r(l  urrtrric  orifice  that  the  clot  is  suddenlv 
l<'i«('(l  nut.  innl  a  stream  of  blood  follows  the  projected 
<i<.T.  and  >ii(l(lrii]y  (»l»('un's  the  liLrlit  of  the  lamp. 

Ih  all  ^i:«-}i  >t'Vciv  li;i'in(»rrliai2V>  1  am  sure  the  kidnev 
"iiLil:!  to  It  c-.\]>]<'r«Ml  without  ilolay,  with  ])erniissioii  to 
ii<']»l:i'('ci«iiiii>(',  c^piM-ially  if  tlu^  l)lr(.'(linir  be  recurrent  and 
the  ])ationt   a'hovr  the  aL!V  of  foi-ty. 

('linicnJ  llhist rniions, — Tin.'  umir  in t cresting"  groujj  is 
tliai  in  wliirli  tlu'  iiTowth  finds  it>  oriu-iu  in  the  mucous 
nicnihj-ano  of  the  ])elvi>,  [ind  e>piM-ially  when  the  gr(.»wt]i 
i^  "f  a  ])a])illomatons  charactei'.  1  will  o-i^-o  two  or  throe 
illustrations. 

i'iinv  1.  Villon's  Citrrinoina  of  the  jielrin  of  tlw  ri(jhi  kidneif  - 
jirojHfit'  and  oh.<f.in(de  Juvmaiitria,  2)rti></<>\s ;  iio  clue  to  cause  or 
sdtirrr  ;  cuatfnKcojni ;  rifjJit  ureteric  efflux  of  Idood  ;  nephrectomtf  ; 
rrrurrcnce* — I  was  requested  by  a  well-known  London  surgeon  to 
<  yHl()S<'o2)e  a  gentlenuin.  a^t.  70,  who  bad  suffered  from  lia^maturia 
<»1*  a  proluse  type  for  two  years.     It  was  accompanied  )>y  oxalate  of 

*  (Quoted  in  an  article,  *'  Value  of  Cystoscopy  in  reducing  the  Mortality 
of  N'e])hrectoniy/'  'Trans.  Med.  Soc.  Lond./  vol.  xx.  p.  228. 
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lime  ciT^stida  in  tbe  nrine,  but  no  symptome  pointing  to  tbe  aoui-ce 
of  the  Unmon'bag^e  had  been  noticed.  He  bad  bad  various  opmions. 
Oxalate  of  limestone  in  one  or  other  kidnej,  growth  of  kidney 
(Sir  Wt  EoberU),  and  villons  growth  of  the  bladder  ranked  chief 
among  tbe  diagnoses.  He  had  been  cjstoscoped  and  sounded  and 
generally  overhauled,  but  the  case  still  remained  obscare,  and 
though  be  was  willing  to  have  both  kidneys  and  bladder  cut  into  if 
be  could  be  freed  from  the  debilitating  bsemorrbage,  there  was  a 
natural  unwillingness  on  the  part  of  each  surgeon  who  wits  con- 

Fio.  121. 


YiUoua  carcinoma  of  pelvic  and  diluted  c^lycc-  'A  kidney  ;  nephrec- 
tomy ;  healed,    (Author's  case.) 

suited  to  go  on  tbe  quest  of  a  bsemorrhage  which  mijght  after  ul'l 
emanate  from  a  prostatic  rein. 

On  passing  tbe  cystosoope  I  saw  tbe  right  ureter  was  emitting 
Bwirit  of  bloody  urine,  and  I  strongly  advised  the  surgeon  Vtho  hud 
invited  my  co-operation  to  cut  down  on  tbe  right  kidney  and 
to  explore  it.  This  was  done.  Tbe  pelvic  appeai*ed  free»  no  hard- 
ness could  be  felt  at  any  point,  but  the  sinus  felt  to  me  much 
atrophied  from  back  pressure.  The  operating  surgeon  declined  to 
open  tbe  kidney  or  the  pelvis,  and  I  coald  see  that  he  doubted  my 
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ejiUMCOpic  fiodiiig.  He  closed  tlie  wotma*  and  of  cotine  mjmB* 
aectiott  with  the  cawe  eeaaed.  I  heard  indii^cUj^  bowerer,  that  the 
hvfltotrhage  contmned  unabated*  and  tboagb  no  hint  of  actual 
blaaw  reached  me,  it  w«»  palpable  that  the  failure  of  the  operation 
waa  |>iaced  to  the  credit  of  an  inacettrate  or  a  careless  cjstoscopj^ 
Th«  patient  again  went  the  round  of  the  profeBsion  id  I/ondon  and 
Kdiabargh,  and  after  two  years  I  was  again  asked  to  see  him,  thif 
time  bj  his  London  medical  practitioner.  He  was  now  wasted, 
bleached,  ausd  exhausted,  bat  bis  courage  and  calmneaa  were 
remarkable.  He  explained  to  me  that  with  hnt  slig^bt  and  ran? 
iBleniissions  the  biemorrhage  had  not  ceased  lor  two  jrears,  and  he 
moitioDed  the  fact  that  pieces  of  villr>aa  growth  bad  been  dis- 
covered  ta  his  urine  bj  an  Edinburgh  surgeon*  As  v^illona  growtli 
of  the  bladder  is  oomparatiYeJy  common  and  tbat  4*f  the  kidnej  verj 
rare  (eighl  eaaca  in  literature),  I  felt  some  tmeasineaa  about  my 
previooa  diagaoms  of  right  renal  haemorrhage.  I  again  eyatoscoped^ 
A|pua  the  instnimejit  rev€uded  haemorrhage  issuing  from  the  right 
ureter,  the  oriiice  of  which  was  much  reddened  and  eroded.  I  there- 
fv>re  turned  the  patient  over  on  to  his  side  and  remored  the  right 
Jtldliej.  Its  pelvis  was  filled  with  villous  growth,  ita  cortex  wan 
hoaiejTCombed  with  cavities  lined  with  the  same  growth  {Fig.  I;2I  l 
The  hemorrhage  at  once  ceased,  and  in  a  lew  weeks  the  patient 
waa  about.  The  specimen  was  examined  by  Mr,  Targett,  who 
nf^ort^d  as  foUowa 

Hepofiam  j^idary  5y  Tar^ti, — "The kidney  is  not  enlarged.  It  Las 
been  laid  open  bj  a  longitudinal  incision  from  the  convex  boixler  to 
the  hitam*  The  cut  surface  shows  considerable  dilatation  of  the 
iiifundibttla  and  calyces  of  the  pelTis,  so  that  the  thickness  of  the 
gtanditlar  tissue  is  reduced  to  one  eighth  inch  in  many  parts.  The 
chief  naked^eye  features  of  the  specimen  on  section  ai-e  indicated 
iMujjhly  in  the  accompanying  sketch  "  (Pig*  122). 

Mi€rv*copy. — '*  Histologically  the  growth  is  exactly  like  one  form  ot 
villous  tumour  which  is  met  with  in  the  bladder, — in  fact,  it  is  im- 
possible to  distinguish  them.     It  ib  composed  of  coarse  or  *  fleshy ' 
papiUckmata  very  closely  packed  together.     These  villi  have  rather  ' 
d«licate  vascular  cones,  but  ai'e  eovei-ed  with  a  thick  coating  of 
iniisitional  epithelium  which  gives  them  their  fleshy  nature.    The 
neoplasm  is  evidently  malignant,  for  the  basis  or  suhjacent  renal 
(i«sue  uuueh  altenHi  in  structure)  is  becoming  invaded  by  down- 
growths  fvt>m  the  intcrvilliii'y  sulci,  in  precisely  the  same  way  as  the 
bladder  becomes  infiltrated  by  a  villous  growth.   Moreover  the  thin- 
balled  cslyi  at  the  lower  end  of  the  sketch  has  become  perforated 
,  4>y  the  new  growth,  a  tongue  of  which  extends  to  the  outside  of  the 
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eortex.  It  cannot,  tberefore,  be  regarded  as  a  simple  rillous  or 
fimbriated  papilloma,  still  less  as  a  fibro-papilloma.  The  term 
malignant  papilloma  or  papillary  epithelioma  would  conirej  a  better 
idea  of  its  morphology/' 

A  year  subsequently  the  patient  retomed  to  me  with  btematuria, 
and  expressing  himself  as  fearful  that  the  left  kidney  had  become 

Fio,  122. 


Diagram  of  longitudinal  section  of  viUous  carcmomat<nis  kidney  in 
Case  1,  p»  44J«. 

Corresponding  luUves  of  a  suppurating  calyx,  partially  lined 
with  growth  or  a  thick  pyogenic  membrane. 

A  large  division  of  the  pelvis  and  its  calyoes  almost  filled 
with  ft  warty  growth. 

Empty  but  dilated  calyces. 

Appearance  of  growth  on  section.  It  is  markedly  striated, 
and  measures  three  cdghths  of  an  inch  in  thickness.  The 
surface  is  like  a  cauliflower  made  up  of  closely  packed 
coarse  Tillous  processes  or  papillomata. 

The  indurated  fat  in  the  hilum  of  the  kidney.  The  reverse 
of  the  preparation  ^hows  that  the  hilum  is  practically 
filled  with  the  cauliflower  grom-th,  which  must  have  ex- 
tended beyond  it  intoi  the  surrounding  tissues. 

attacked,  or  that  the  bladder  had  become  similarly  diseased.  To 
my  snrprise,  the  cystoscopc  revealed  blood  coming  again  from  the 
right  nreter.  Shortly  befure  this  Dr.  Drew  had  shown  at  the 
Pathological  Society  a  specimen  of  viltous  disease  of  the  kidney^ 
the  corresponding  ureter  of  which  was  studded  with  secondary 
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apImsliM  of  Tillatis  ^rowtii,  implanted    apptarentJj   hy  the  ttnn 
itream  from  the  original  tourer,*     It  stmck  me  at 
to  deal  with  a  tireter  contaioing  one  or  more  vilJoos 
to  the  otiginal  diaemse.     I  advia^  rejection  of  the  entire  nreu 
On  exposing  that  tube  I  faund  that  the  upper  end  wma  globuL. 
and  diatended  with  Tilloua  carcinoma,  but  that  tbe  lower  end  helov 
the  pelfia  brim  was  healthjr.     I  resected  the  cJLaal«  tiierefofe,  dov& 
to  the  crossing  of  the  iliac  resaeU.    The  cbaracter  of  tbe  growth 
was  similar  to  thatfonnd  in  the  kidnej.    Fig.  123  represents  the 


Villoufl  carcinoma  of  upper  part  of  ureter,  the  lower  part  beini^  fr^e. 

specimen*  There  was  an  iin eventful  recovery.  The  next  phase  was 
fi  krj(e  cocoanut-sized  cyst  containitig  blood,  formed  in  the  scar 
«»f  the  nephrectomy.  Thia  waa  excised.  The  wull  was  reported  to 
Uii  inliUruted  by  narrow  branching  processes  of  sijuamoua-celled 
vpitheliouKi. 

I  next  detected  a  small  gi'owth  of  hard  carcinoma  of  the  prostate, 

•  Douglas  Drew,  "  Villous  Carcinoma  of  Pelvis  of  Kidney/'  '  Trana^ 
Pathokigical  Society/  1B97.  p.  130. 
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tffidently  a  secondary  deposit.    He  died  nraemic,  five  jears  after  the 

neph  recto  my  ♦ 

Case  2.  Fig^iiied  mllous  papilloma  tptringing  from  a  lower  calyx  ; 
profuse  ritfkt  renal  hmmotThagt ;  nephrectomy;  cure, — In  October, 
18t*7»  Dn  George  A,  Davies,  of  Newport,  Moutuoutb.  recommended 
a  doctor  to  consalt  tne.  The  patient,  a  strong  welLbnllt  man  of  30, 
accustomed  to  tlie  rough  life  of  a  conutry  practitioner,  gave  me  the 
following  history. 
I         In  September^  18%,  he  suddenly  passed  pure  blood.    There  was 


Ptg,  124. 


Villons  papilluuia    »!  yK'lvi^  .»f  kMney.     (Author's  cnao.) 

no  freqaeiicy  of  micturition;  no  pain.  Next  day  be  had  acute 
right  renal  colic  ;  he  then  passed  a  long  ni*eteric  clot.  Every  now 
and  then  there  was  a  trace  of  blood  in  his  urine. 

July.  1B97. — ^His  bladder  suddenly  filled  with  blood,  necessitating 
the  catheter.  He  was  then  examined  by  a  provincial  surgeon  with 
the  cystoscope,  and  told  he  had  an  ulcer  in  his  bladder  (probably 
the  cystoscopist  was  biassed  by  the  fact  that  one  sister  of  the 
patient  had  died  of  phthisis).     When  I  saw  the  patient  he  was  not 
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pulled  down.  He  bad  a  marked  aortic  diastolic  marinnr.  Then 
was  much  bright  haemorrhage  in  the  nriiie.  I  cjstoscoped  him; 
both  ureteric  orifices  were  healthy,  but  the  rig-lit  efflux  was  bloodj» 
the  bladder  was  healthj*  As  he  still  liad  recnrreot  att^kt  y( 
proruBe  hiemorrhnge  I  explored  the  rig>ht  kidnej.  The  eortes 
appeared  healthy,  but  the  pelvia  was  distended  with  some  ioft 
muterial  whioh  proved  to  be  growth.  After  nephrectomy  a  fig- 
sized  aud  sbapt'd  pupillouia  was  fouud  spring^ing'  frooi  a  lower  eidjz 
(Fig.  124). 

Targett  reports.  February  lltb.  1S9S,  as  follows  : — This  is  « 
TiUons  papillary  growth  from  the  pelvis  of  the  kidney,  and  as  far 
as  the  sections  go  I  do  not  see  uny  evidence  of  malig-nancy.  It  hss 
A  narrow  attachment,  and  the  intervillous  spaces  are  well  defined. 

Patient  writes  saying  he  keeps  well  and  active  (Aog'aBi,  I902)j 

It  has  been  suggested  tliat  villus-covered  carrinoDia 
of  the  miicuua  membrane  of  the  renal  pelvis  is  of  slow 
growth  lUid  low  malignancy.  This  is  not  always  tUe 
rase.  We  have  no  power  of  estimating  tlie  destructive  or 
invasive  capacity  of  any  villus-covered  growth  springing 
from  the  mucous  surface  of  the  urinary  tract.  Soine  are 
slow  ill  their  invasion,  and  have  a  protracted  lifetime  ; 
others  are  most  rapid,  and  terminate  the  life  of  the 
patient  quickly.      Here  is  an  example  : 

A  clergyman,  mL  40,  was  sent  to  me  by  Dr.  C*  H.  Hands,  of 
Totland  Bay.  There  had  been  hiitmaturia  in  early  life,  and  he  had 
passed  a  calculus  from  the  left  kidney  in  18i)9,  pyelitis  having  been 
previonsly  suffered  froin.  The  syuiptoma  he  complained  of^ — paiB 
in  the  left  kidney,  recurrent  attacks  of  hi^h  temperatnre,  pyuria, 
and  hjiiiuaturia — had  been  noticed  for  two  and  a  half  years  only. 

I  ronioved  a  hollo  wed -out  kidney,  in  the  upper  calyx  of  which  was 
a  patch  of  villous  carcinoma  the  size  of  a  half-crown  (Fig.  125).  I 
could  not  say  if  it  was  primary  or  secondary.    Targett  reported : 

•*  The  genei^al  charaetera  of  this  growth  are  those  of  a  papillary 
epithelioma  resting  upon  a  stratum  of  renal  tissue  and  protruding 
into  a  cavity,  such  as  the  pelvis  of  a  kidney.  These  papiUaiy  pro* 
cesses  are  so  vascular  that  in  places  they  may  be  called  angioma- 
tous; they  are  covered  wiLb  stratified  epithelium.  At  the  base  of 
the  growth  there  is  abuudaut  evidence  of  malignancy*  for  branching 
downgi'owtbs  of  epithelial  cells  have  penetrated  the  renal  tissue.'* 

Now  although  this  was  a  clean  removal,  and  no  apparent  growth 
was  left  behind,  yet  in  the  course  of  six  months  he  had  obvious 
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reonrreiice  in  the  lolot  groin,  and  supra -ctarjctilar  glanda^  and  he 
died  at  the  end  of  the  sixth  month  afler  the  operation. 

Fio.  125. 


Growth 


Inflamed  hydronephrottc  kidney,  with  a  patch  of  villous  cartnnoma 
in  an  upper  ojilyx ;  nephrectomy ;  generalisation  in  six  months. 
(Author's  case.) 

Com  3*  Adenoma  assuming  malignani  ekaraeters  (/) ;  five  and  a 
half  years*  hematuria  frovi  a  9maJl  growth  in  the  cortex  of  the  right 
kidfusij;  tireleric  mealoicopy ;  nephrectomy;  reported  tcell  eix  years 
later. — Mrs.  C — ,  »t.  48,  was  brought  to  me  by  Dr,  Jekyll  in 
February,  1895.    The  patient  gave  the  folio  wing  history : 

189L— Nursed  husband  with  cancer  of  lii'er  for  six  weeks.  Three 
months  after  his  death  she  passed  dark  bloody  urine,  quite  sym* 
ptomless. 

On  and  oS  since  that  date  she  has  noticed  slight  recurrence*  until 
in  18S>3  a  rather  profuse  dark  hiematuria  supervened. 

NoTeniber,  1894,— Bladder  symptoms  (frequency,  pain,  scanty 
urine,  difllcnltyt,  then  profuse  scarlet  hemorrhage  necessitating 
catheter. 
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February,  1895.— A  little  frequency ;  a  alight  dragging  ache  orer 
Oci?cum. 

Cijitoecopy, — Right  ureteric  orifice  widely  open,  lips  gelatinous; 
no  efflux  ;  left  ureteiic  orifice  healthy. 

D /a (/no«{ 8.— Carcinoma  of  right  kidney.  Advised  operation,  which 
was  d(^clinod. 

Lost  sight  of  lady  until  October,  1895,  when  I  received  this  letter 
from  Dr.  Jekyll : 

•'  Yuu  may  remember  I  sent  Mrs.  C—  to  see  you  about  ten  months 
a^o,  Buffering  from  haemorrhage  from  the  bladder,  which  you 
believed  to  be  due  to  commencing  carcinoma  of  the  right  kidney. 
Since  then  she  has  been  much  better  until  lately,  and  now  things 
are  worse  than  ever.  I  cannot  detect  any  lump  in  the  side,  and 
most  of  the  symptoms  have  again  pointed  to  bladder  trouble." 

A^'iiin  interference  was  proposed,  and  again  declined  by  patient. 

L:iter  ini,  June  11th,  1896,  Dr.  Jekyll  again  writes  : 

**  During  the  last  two  months  this  lady  has  been  much  worse, 
with  almost  continuous  haemorrhage,  so  much  so  that  I  feel  she  is 
slowly  <lyiug.  No  enlargement  of  the  right  kidney  can  be  detected. 
The  slightest  movement  brings  on  alarming  haemorrhage." 

The  patient  finally  consented  to  operative  interference.  I  cysto- 
8C(>j)ed  December  18th,  1896.  The  bladder  was  full  of  dark  blood 
and  the  urethra  blocked  with  clot.  ^luch  washing  out  with  a  largo 
litholapaxy  cannula  was  necessary.  Finally  the  medium  was  made 
<-lear,  an«l  then  douse  swirls  of  iiink  blood  were  seen  pouring  out  of 
a  HMich  dilated  rij^ht  ureteric  orifice.  The  urine  had  smelt  recentlv-; 
pus  had  been  found  in  the  urine,  so  that  there  was  obviously  a 
pyelitis  in  pro!j:reKs.     There  was  no  renal  tumour  to  be  felt. 

The  patient  was  turned  over  on  to  the  left  side  and  the  right, 
lumbar  ineiKiun  carried  «»ut. 

K idney  densely  adherent.  Cortex  covered  by  tliickened  indurated 
fat.  A  hard  boss  the  size  of  a  marble  projected  from  the  cortex  of 
the  anterior  surface  of  the  lower  third.  Ureter  was  the  size  and 
thickncKs  of  the  vas  deferens      Kidney  removed. 

On  laying  the  kidney  open  from  cortex  to  pelvis,  obvious  back- 
pressure dilatation  was  seen,  the  papilla?  being  flattened,  the  calyces 
dilated,  and  the  parenchyma  greatly  atrophied. 

Projecting  into  the  pelvis  was  a  swelling  which  was  somewhat 
like  a  bluish  external  anal  pile  in  size^  shape,  and  consistence.  This 
proved  to  be  the  pelvic  projection  of  the  small  boss  which  had  been 
noticed  on  the  cortex.  On  cutting  through  this  little  lump  from 
the  cortex  to  the  pelvis  the  centre  started  out  just  like  a  spinal 
intra- articular  fibro-cartilage — reddish  in  colour,  tough  in  consist- 
•ence,  and  apparently  contained  in  a  dense  fibroid  tissue  envelope. 
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TuTgett  reported  on  it  aa  follows,  December  18th,  18% : — '*  Thei-e  is 
u  small  oval  deposit  in  the  auhstance  of  the  kidney.  Its  external 
surface  is  covered  with  a  dense  fibrous  capsule,  but  internally  it 
protrudes  into  the  pelvis  of  the  ureter,  having  ruptured  the  niucout* 
coat  of  that  structure.  On  section  it  has  a  spongy  appearance, 
some  of  the  cysts  being  one  sixteenth  of  an  inch  acrosa,  and  many 
are  recognisable  with  the  naked  eye.  Microscopically  the  sectionft 
from  the  periphery  show  dilated  and  disorderly  tubules  like  the 
eoniroluted  tubules,  and  at  first  sight  it  does  not  look  malignant ; 
but  deeper  down  there  are  many  solid  masses  of  epithelioma  and 
n^Tow  processes  running  into  the  fibrous  stroma.  Add  to  this  the 
fact  that  it  is  protruding  into  the  pelvis,  and  the  evidence  of 
malignancy  is  very  strong.  One  cannot  help  speculating  that  per- 
haps this  was  originally  an  adenoma  of  the  tubular  type,  and  that 
it  has  assumed  malignant  characters  of  late.  The  nodulated  con- 
dition of  the  inner  surface  of  the  pelvis  and  calyces  is  entirely  due 
to  chronic  inflammation.  In  the  face  of  so  much  evidence  of 
inflammation  I  was  at  first  inclined  to  regard  the  deposit  as  altered 
renal  tissue,  but  I  think  now  that  the  evidence  of  malignant  car- 
cinoma is  definite.  Some  of  these  renal  growths  are  very  difficult 
to  unravel/' 

Last'  letter  received  from  this  lady  in  Xew  South  Wales,  dated 
July,  1903 : — ••  I  am  in  excellent  health.  When  you  once  told  me 
I  bad  commenced  a  fresh  lease  of  life  1  had  mj  doubts,  but  I  have 
often  thought  since  how  correct  was  the  surmise." 

Ca#e  4.  PapilltfsrouB  eareinoma  of  middle  third  nf  unetUarged 
kidney;  pro/u8€  hmnaturia  nine  montltM;  ureteric  metdoicopy;  ne- 
phrecl<yinij, — Dr.  Boissier,  of  Banbury,  brought  me  on  October  lOth, 
1896,  a  gentleman  «et.  59,  with  hematuria.  Symptomless,  inter- 
mittent, and  profuse  hssmatuna  had  been  present  for  nine  months, 
zind  it  was  expressly  stated  that  there  had  been  some  left  renal 
4:olic.    No  renal  swelling  could  be  made  out. 

I  cystoBCOped  October  20th,  1896,  having  obtained  permission  to 
do  what  was  thought  advisable  after  the  examination.  The  bladder 
was  free,  but  a  jet  of  arterial  blood  was  seen  issuing  from  the 
opemng  of  the  ritjht  ureter,  then  a  clot  was  forced  out  of  the  orifice 
its  if  from  a  mould,  and  its  exit  was  succeeded  by  another  jet  of 
blood.  The  lip  of  this  orifice  was  stained  with  blood.  The  left 
ureteric  opening  was  healthy.  Dr.  Boissier,  who  was  present,  was 
certain  that  the  renal  colic  wus  left -sided,  and  yet  the  hemorrhage 
was  from  the  right.  I  had  such  confidence  in  the  cystoscope  being 
correct  that  1  removed  the  right  kidney  at  once,  although  it  did  not 
feel  enlarged*    A  carcinomatous  growth  occupied  the  middle  of  the 
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gland  (Tig,  126),  and  on  qae&tioniog  the  patient  sabseqiuBtilf » 
fotind  that  be  imd  misled  us  as  to  the  Bide  £12  which  the  oolic  ftti 
bad  really  been  felt.  The  patient  remained  well  for  long;  batM 
of  cancer  of  the  liYer  six  jeara  later. 

Fi<3. 126. 


PapilliferouB  carcinoma  of  middle  tliird  of  unenlarged  kidney^. 

Targett  reported  thus : — **  The  kidney  shows  a  rounded  tumour  in 
the  cortex  wbicb  projects  into  the  hilum  on  the  one  hand,  and  upon 
the  conyex  border  in  the  opposite  direction.  It  is  quite  covered  with 
a  capsule  externally.  Microscopically  it  shows  alveoli  or  apacea  of 
various  sizes,  and  tbeae  are  filled  with  delicate  branched  papillomata. 
Each  papilloma  has  a  central  capillary  bearing  a  single  layer  of 
short  columnar  epithelium,  Of  course  this  sti'iicture  cannot  bt. 
made  out  everywhere.  In  some  there  are  sections  of  tubes  which' 
might  be  iniervilious  spaces.  However*  the  type  is  undoubtedly 
papilliferans,  and  resembles  one  form  of  malignant  growth  in  the 
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tbjroid  bod  J.  1  presimie  the  disease  begins  in  the  eonTolnted 
tabules,  wbicb  become  dilated  and  then  fiJled  whli  iDtm-cystie 
papilloma.     It  ia  obviouslj  malignant/' 

Case  5.  Very  large  adrenal  reU  carcinoma  af  ihe  left  Jeidnef  i 
iniermiiteni  painleti  htemaharia  for  three  and  a  half  yectrt ;  nephrec- 
tomif. — I  was  asked  in  September,  1902,  bj  Dr.  Charles  Ewart,  of 
South  Kensington,  to  see  a  gentletnan,  set.  57,  who  was  bleeding 
profusely  with  the  nrine,  but  who  had  no  symptoms  which  pointed 
to  the  origin  of  the  haemorrhage. 

In  April,  1899 — three  and  a  half  years  before  I  saw  him^ — the 
patient  bad  a  sudden  attack  of  hfematoria  (darkish).  This  recnrred 
and  became  intermittent  and  serere.  It  was  quite  symptomless. 
Finally  he  had  clot  i*e  tent  ion,  and  severe  bladder  pain  and  distress 
whilst  abroad.  On  bts  arrival  home  he  was  still  bleeding,  bnt  waa 
able  to  empty  his  bladder, 

Cyato»copy,—No  efflux  from  the  left  nretenc  orifice,  only  a  trickle 
o!  blood.  Bight  nreteric  orifice  healthy*  Bladder  stained  with 
blood  here  and  there,  bnt  healthy. 

Inference. — Hsemorrhage  from  the  pelvis  of  a  resting  or  inactive 
left  kidney. 

I  now  did  what  I  should  have  done  at  first — examined  the  kidney^ 
and  immediately  felt  a  resistance  in  the  left  flank  and  loin. 

Operation. — I  removed,  with  much  difficulty,  a  large,  hard,  very 
adherent  kidney  from  the  left  side  ;  it  was  ^K  inches  long,  4^  inches- 
broad,  and  it  weighed  a  pound.  On  cutting  it  longitudinally  it  had 
the  typical  appeai*ance  of  an  adrenal  **  rest  "  carcinoma,  a  diagnosis 
confirmed  microscopically  by  Targett  (Plate  XX  i. 

The  patient  did  well,  and  I  see  him  occasionally,  but  twelve- 
months have  not  yet  elapsed  since  the  operation. 

Tlie  record  of  clinical  work  ia  not  worth  mnch  if  fail* 
ures  and  difficulties  are  not  included.  There  must  always 
be  such.  Uniform  success  is  neither  profitable  nor  con- 
ducive to  progress.  I  append,  then,  two  cases  which  I  have 
had,  the  first  demonstrating  failure  ;  whether  in  accuracy 
of  diagnosing  the  side  from  which  the  hfemorrhage  came, 
or  in  the  renal  exploration,  I  cannot  say ;  and  the  other  a 
difficulty  which  I  do  not  see  can  be  overcome. 

A  failnre  in  diagnofU. — W,  S — .  at.  61,  a  patient  of  Br.  Frank 
Little,  of  TeignmoQth,  was  admitted  with  a  history  of  intermittent 
painleas  hamataria  in  April,  1900.  This  had  first  appeared  in  1887 
after  a  terere  chilh    Twelre  years  later,  May,  1899,  another  attack 
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ocoarred  in  which  he  passed  blood  painleeslj  three  times.    TW 

•eeretion  waa  rather  dark ;  thei*e  were  no  clots. 

In  December,  1S99,  another  attack  supervened,  and  since  then  Bp 

to  date  of  adudaeion  the  p&tient  has  had  dark*  painl^^ss  baemmtnm 

with  occasional  clots  every  three  weeks.     He  has   been  losing  fl«sk 

™i         ■  .  5  *  2  hrs,  D. 

There  is  some  increased  frequency,  ^      j^- 

CyHo«copy. — Healthy  bladder^  somewhat  fasciculated ;  left  lut^ 
teric  orifice  lar^r  than  right,  and  a  stream  of  red  blood  iasmoi 
from  it 

Inference. — Left  venal  pelvis  bleeding ;  kidney  mainly  Itealthy. 

Operation. — Left  lumbar  incision*  A  healthy,  firm  kidney,  witli  • 
^mall  healthy  ureter.  I  opened  pelvis  and  examined  it  with  tb( 
eye  and  finger ;  found  nothing  abnormal ;  replaced  ^land. 

He  died  a  year  later,  the  bsemoiThage  having^  continned  si 
intei*val8 ;  he  became  very  emaciiited  and  cachectic,  ajid  his  medical 
attendant,  Dr.  Little,  kindly  sent  me  notes  of  the  autopsy  which  he 
made.  Left  kidney — the  one  examined  by  the  eye  and  finger,— 
weight  5}  oz.  **  Considerable  disintegration  of  medtillary  part; 
signs  of  ha3mDiThage;  a  small  stone  was  found  in  a  calyx  high  op 
in  the  pelvis/'  Right  kidney  twice  the  size  of  left,  11 1  oz. ;  malign 
noni  growth  inifilti*ating  cortex. 

I  do  Dot  attempt  to  explain  this  case.  I  cannot  say  if 
the  stone  found  in  the  left  kidney  had  been  the  cause  of 
the  hBE*Tiion*Lage,  or  whether  the  left  ureter  was  mistaken 
for  the  right  and  the  bleeding  emanated  from  the  carci- 
noma. It  is,  I  believe,  my  only  mistake  in  ureteric  meato- 
scopy  of  blood  effluxes.  It  carries  these  lessons  : — Be 
sure  of  the  side  to  which  the  bleeding  ureter  belongs ;  be 
thorough  in  exploring  for  stone  if  the  pelvis  is  opened, 

A  dijfficuUy  in  diagnosis, — D.  B — ,  aet.  41.  This  patient  was 
bronght  into  the  operating  theatre  at  tbe  London  Hospital  with 
profase  htematuria.  so  profuse  that  the  case  was  deemed  ui-g^«nt 
enough  for  immediate  attention.  The  bleeding  had  only  been 
noticed  a  couple  of  days,  but  it  was  most  alarming.  There  was  no 
pain,  and  none  had  been  complained  of.  No  previous  history  of 
illness  or  any  symptoms  was  obtainable. 

The  bladder  was  distended  with  blood-clot  and  bloody  urin 
After  much  washing  and  suction  of  olot  the  viacus  was  finally  ren 
dered clear, and  the  following  condition  was  seen  : 

Projecting  from  the  right  ureteric  orifice  was  a  buff-colonred  clot. 
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The  line  of  the  ureter  as  it  passes  through  the  vesical  wall  was  very 
protubei-ant.  as  if  a  bard  clot  was  filling  that  section  of  the 
channel*  To  the  right  of  the  ureteric  orifice  was  a  small  papilloma 
the  size  of  three  grape  pips.  This  was  obviotisly  d«e  to  ui*eteric 
irritation,  andnotthe  cause  or  origin  of  the  bleeding. 

I  therefore  diagnosed  careiiioma  of  the  right  kidnej  and  pro- 
ceeded to  remove  it,  The  gland  was  big ;  the  true  capsnie  was 
densely  adherent  to  the  perinepliritic  fat  and  as  densely  adherent  to 
the  gland.  I  cut  into  the  pelvis  and  evacuated  a  large  quantity  of 
old  decolourised  blood-clot  and  pale  beef-tea  coloured  urine,  and  the 
big  kidney  collapsed  to  a  very  small  hollowed-out  gland,  I  removed 
it.  The  pelvis  was  thick  like  an  old  hydrocele  ;  the  mucous  mem- 
brane was  of  a  dark  maroon  colour  and  furred  with  adherent  recent 
blood.  The  hollowed-out  recesses  of  the  atrophic  kidney  had  a 
similar  appearance. 

Now,  as  recent  blood  was  removed  from  the  bladder  and  old 
blood  was  found  in  the  kidney,  it  was  obvious  that  the  ureter  had 
been  the  source  of  the  haemorrhage  and  not  the  kidney,  but  the 
patient  was  too  collapsed  for  further  intervention,  so  that  he  was 
sent  back  to  the  ward. 

The  hematuria  eoniinued  in  a  dimmUhed  form  for  9ome  day 8^ 
showing  this  surmise  to  be  correct,  then  it  gradually  subsided ;  but 
It  recurred  in  a  few  months,  and  was  accompanied  by  a  nauseating 
pain  in  the  lefl  lumbar  region. 

ji  year  later  this  patient  came  again  to  see  me.  His  right  leg 
waa  enormously  swollen  and  cedematous.  I  explored  the  stump  ol 
the  right  ureter  in  the  hopes  of  detecting  an  impacted  stone,  but 
instead  of  this  I  found  the  tube  thickened  in  its  entire  course  to  the 
size  of  two  fingers.  It  was  not  only  densely  bai^,  but  all  along  its 
surface  were  small^  hard«  shotty  bodies.  It  reminded  me  of  piimary 
nretei'ic  carcinoma  •  or  of  psorospermia  of  the  ureter.f  He  died  a 
lew  months  later,  and  I  bad  no  opportunity  of  a  post-mortem. 


'Malignant 


•  Author,  'Tumon«  of  the  Bladder,*  fasc.  i,  chap,  i,  p.  12, ' 
Growth  of  Ureter/' 

t  Pfor^tpemtiat  cytii  0/  ikt  urinary  trttct,  a  case  of  which  was  sent  me 
by  Dr.  J.  Arnold  Jones,  of  Aberavon,  and  exhibited  at  the  Pathological 
Society  by  Mr.  Eve.  The  cysts  were  miliary  in  character  and  full  of 
colloid  maieriaL  The  specimen  was  removed  from  a  woman  mt.  51,  who 
died  after  seventeen  days*  profuse  hjematuria  ('Brit,  Med.  Joum,,* 
p.  1173,  May  25th,  1889), 
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(4)    SympiomleBS  Hematuria  in  Rare  Case^  of  Eml 
Renal  Calculus  in  the  Adult, 

I  have  noticed  that  it  is  customary  among'  consultanli 
to  suspect  and  even  diagnose  latent  calculus  of  the  Iddiiej 
in  cases  of  symptomless  renal  ha^maturia  in  the  adult. 

This  may  be,  and  often  is,  a  correct  diagnosis  in  tlie 
child,  but,  as  a  matter  of  fact,  stone  in  the  kidney  of  0m 
adult  very  rarely  produces  blood  without  pain  being 
•experienced  at  some  time  or  other  in  the  course  of  th^ 
case ;  symptomless  htematuria,  as  an  onset  symptom, 
marked  the  presence  of  a  renal  stone  in  only  3  per  cent, 
of  my  cases.  In  nearly  every  instance  definite  and 
characteristic  renal  pain  has  preceded  the  bloody  or  has 
followed  it  so  rapidly  that  a  correct  clue  as  to  site  and 
cause  of  the  bleeding  was  obtained. 

It  may  be  asked,  how  has  the  impression  arisen  that 
sjnnptomless  renal  hajmaturia  may  betoken  stone  ?      It  is, 
I  venture  to  believe,  a  common  error  to  diagnose  and  treat 
a  case  by  the  recent  history  of  its  symptoms  and  progress. 
No  question  is  put  to  the  patient  as  to  pain  in  early  life. 
Now  a  kidney  stone  once  fixed  by  the  suppoi*t  of  growing 
branches  or  otherwise  embedded  may  cease  to   pain.      It 
anay  lie  latent  or  symptomless  for  years,  and  the  fact  that 
there  has  been  a  kidney  pain  may  be  altogether  forgotten 
by  the  patient.     But  if,  when  the  stone  has  become  fixed, 
slight  erosion  takes  place  in  the  mucous  membrane  of  the  M 
renal  pelvis  from  pressure,  blood  may  appear  in  the  urine  " 
without  pain  or  any  other  indication  of  renal  stone.      Snch 
cases  are  sufficiently  common  to  impress  the  literature  or 
professional  experience  with  the  belief  that  a  latent  renal  ^^ 
stone  may  cause  symptomless  hi^maturia.      I  repeat,  this  ^ 
view  is  wrong  ;  there  is  nearly  always  an  old  history  of 
renal  pain  in  symptomless  renal  hsematuria  due  to  stone. 
Here  is  a  case  in  point.      I  will  first  g'ive  the  history  as 
taken  out  by  the  house  surgeon,  and  tlien  as  checked  by 
myself, 
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MiM  E—  (vol.  xviii.  p.  68),  kL  36,  sent  me  by  Br.  Oldfield. 

House  Surgeoii^s  report.— One  year  and  a  half  ago  this  patient 
noticed  that  she  was  passing  bright  red  bloo<l  in  her  unne.  It  fol- 
lowed upon  a  severe  **  cold."  There  wiis  no  pain  either  in  the  loin  or 
on  micturition*  The  blood  soon  ceased,  but  recuiTed  on  walking  or 
on  the  ilight^st  exertion.  There  was  an  ocoiisional  bout  of  irritable 
bladder,  but  usually  the  patient  retained  the  urine  for  four  honrs 
easily. 

i>ia^no^,*^y mptomless  baematuria. 

Mij  oicn  historjf  notev  are  €t4  foUow$ . — '*  The  urine  ia  alkaline,  the 
deposit  copious,  and  consists  chiefly  of  huge  eiystala  of  triple  phos- 
phates and  small  aggregates  o!  the  same.  There  are  also  numerous 
crystals  of  stellar  phosphates,  some  amorphous  phosphates,  and 
ammoninm  urate.  With  this  there  is  some  muco-pns  and  blood. 
No  casts  or  renal  cells ;  no  tubercle  bacilli,'* 

On  questioning  the  patient,  I  elicit  the  fact  that  when  a  girl  she 
had  had  severe  pain  in  the  left  kiduey  for  ten  years,  that  it  gradu- 
ally subsided  and  never  returned.  Diagnosis :  phoaphatic-covered 
stone  in  left  kidney. 

Optradon. — ^I  removed  a  large  dendritic  stone  from  the  left 
kidney.  The  greater  part  of  it  was  composed  of  lime  phosphates, 
but  one  piece  (?  the  nucleus)  was  oxalate  of  lime.  Probably  the 
oxalate  had  irritated  the  mucous  membrane,  causing  pain  for  ten 
years.  As  phospbatic  material  became  deposited  upon  it,  it  gmdn- 
ally  grew,  and  was  moulded  by  the  calyces  until  the  stone  became 
filed  by  its  bi^anches;  the  pain  then  ceased.  An  attack  of  epidemic 
influenza  or  a  severe  cold  determined  a  congestion  of  the  mucous 
membrane,  and  an  erosion  of  the  surface  ensued,  which  could  not 
heal  in  the  alkaline  tide  of  urine.  Blood  appeared  in  the  nrine,  but 
was  symptomless  because  the  stone  was  fixed. 

But  to  return,  in  rare  instances  stone  in  the  kidney 
does  produce  a  symptomless  hteniaturia.     Her©  is  a  case 

in  point : 


Case  I, — Mrs.  J — ,  at.  30.  This  patient  was  sent  to  me  by  Dr. 
Keser,  in  1897,  for  examination.  She  had  excruciating  bladder 
pain,  and  her  urine  contained  blood  and  pus.  Her  bladder  had  been 
washed  out  twice  daily  for  two  months  without  relief. 

Hirtortf. — Her  father  had  died  of  phthisis.  There  was  a  family 
history  of  ha?mophilia.  She  herself  bled  furiously  on  any  slight 
cause,  such  as  confinement,  menstruation,  extraction  of  teeth. 

Two  months  ago  she  was  seized  with  hsematuria;  she  had  a  good 
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(5)  Symptomless  Renal  IfaemcLturia  in  Rare  Cases  of  Deposit 
of  Crude  Tubercle  in  the  Suh mucous  THssue  of  the 
Renal  Pelvis. 

Probably  the  rarest  cause  for  renal  haematuria  of  the 
painless,  symptomless  type  is  the  sloughing  out  of  a 
deposit  of  crude  tubercle  in  the  mucous  membrane  of  the 
renal  pelvis.  In  such  cases  the  hsemorrhage  is  profuse 
and  alarming^  but  it  is  generally  accompanied  or  rapidly 
followed  by  renal  pain ;  in  fact,  although  I  have  had  over 
200  cases  of  urinary  tuberculosis,  1  cannot  count  more 
than  six  probable  cases  in  which  painless  haeinaturia  has 
been  the  onset  of  symptoms  of  primary  renal  tubercle. 
Even  these  are  not  absolute  without  the  cystoscopy, 
because  painless  profuse  hsematuria  occurs  in  primary 
vesical  tuberculosis  in  4  per  cent,  of  all  cases.* 

G.  S— ,  set.  27  (O.  P.,  vol.  xvii,  22).  Twelve  months  ago,  after 
cycling,  he  passed  bloody  water;  there  were  no  other  symptoms. 
The  bleeding  recurred  at  intervals  after  any  exercise  or  exertion. 
Three  months  ago  pain  in  right  loin,  of  a  dull  aching  character, 
and  fixed.  Now  a  right  renal  tnmour  and  an  evening  temperature. 
Urine  1012,  acid,  albamen,  pus;  clamps  of  tubercle  bacilli  (Eastes). 
Lost  sight  of  case. 

I  may  add  that  I  am  always  suspicious  of  urinary 
tuberculosis  in  the  profuse  haematuria  of  young  people 
»t.  12—21. 

Dr.  Newman  t  has  written  on  the  subject  and  has 
given  four  cases,  but  all  had  pain  coincident  with  the 
haematuria. 

Routier  J  records  a  very  convincing  case. 

*  My  last  case  was  brought  me  by  Dr.  Hewer  at  Easthorpe,  a  yomig 
fellow  passing  occasionally  pure  blood  painlessly  and  without  any  vesical 
irritability.  This  had  been  noticed  for  two  years.  The  urine  contained 
tubercle  bacilli,  and  on  the  right  side  of  the  bladder  and  low  down  on  the 
posterior  wall  were  sharply  cut,  bloody  edged,  tuberculous  ulcers.  Also 
compare  S.  W —  case,  on  i>age  186. 

t  Newman,  *'  Hematuria  an  Early  Symptom  of  Benal  Tuberculosis," 
<  Lancet,'  August  26th,  1899. 

I  Boutier, '  Bull,  et  Mem.  dc  la  Soc.  de  Clin,  de  Paris,'  toI.  xzi,  p.  148. 
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A  man  set.  2S,  in  wliom  tbe  first  symptom  of  tuberculosis  mta  a 

profuse  liaBmorrhagCt  which  contimied  seventeen  daja,  followed  Ij 
I'eiial  colic  and  a  frequent  desire  to  emptjthe  bladder.  QjBto9C0pj 
stowed  blood  running  from  tbe  right  ureter.  Tbe  kidney  wts 
removed,  and  tnbereulona  ulceration  was  fonnd  limited  ta  two 
calyces. 


CouclHsiou. — ^We  have  seen  that  five  distinct  patho- 
logical changes  produce  a  renal  lufmatuna,  and  that  the 
bleeding  may  be  present  without  (>tlier  objective  or  sub- 
jective symptoms. 

The  cystoscope  can  not  only  demonstrate  the  absence  of 
any  bladder  cause  for  the  haemorrhage,  but  it  can  correctly 
indicate  which  kidney  pelvis  is  at  fault,  and  decide  a?* 
to  whether  the  renal  tissue  is  crippled  or  inactive  or  over- 
active. But  of  differential  diagnosis  less  can  be  claimed 
for  its  use.  The  instrument  may  show  the  orifice  to  be 
elongated  and  darkly  congested^  from  which  it  may  be 
inferred  that  the  renal  pelvis  is  dilated ;  or  it  may  demon- 
strate large  trunklets  entering  and  eniergin^^  and  thus 
raise  a  suspicion  of  renal  growth,  just  as  a  left-sided, 
rapidly  growing  varicocele,  after  middle  age,  may  hint  at 
left  renal  cancer.  It  may  warn  the  clinician  that  inflam- 
matory trouble  complicates  the  case  by  showing-  swelling 
and  pouting  of  the  ureteric  lips,  but  it  cannot  be  reUed 
upon  for  more  than  this. 

Every  other  method  of  examination  should  be  utilised 
to  determine  the  cause  of  the  haemorrhage.  Chief 
amongst  such  dingnostic  aids  is  microscopy  :  the  clinician, 
however,  remembers  that  a  few  casts  *  may  be  found  in 
all  three  groups— chronic  nephritis,  malignant  growth,  and 
renal  stone ;  but  that  w^hen  numerous  they  indicate  usually 
a  chronic  granular  nephritis. 

Crystals,  when  numerous,  and  especially  if  of  the  lime 

•  Stintzing  regard*  the  absence  of  tube  ca«t«  in  chronic  renal  affec- 
tions as  characteristic  of  renal  tuberculosis.  This  certainly  will  not 
prove  correct  when  the  disease  has  stjn-ted  from  the  bladder  and  irri- 
gation of  this  viscU3  has  been  can-ied  out,  for  a  alight  septic  pyelo- 
nephritis may  ensue,  and  casts  &re  then  found  in  the  urine. 


ELSCTRIC-LIGHT  CYSTOSCOPY.  427 

phosphatic  type,  indicate  a  possible  phosphatic-covered 
stone.  Clumps  of  abnormal  cells  not  infrequently  point  to 
neoplasm.  Radiography  is  of  real  value  in  negativing  stone. 
The  two  diseases  difficult  to  diagnose,  except  by 
exclusion,  are  the  angiomata  of  the  papillae  and  the 
breaking  down  of  crude  tubercle  in  a  calyx.  It  should, 
I  am  sure,  be  a  golden  rule  always  to  explore  every  case 
of  profuse  renal  haemorrhage,  and  to  be  prepared  for 
nephrectomy.  Whilst  in  the  persistent  and  moderate 
renal  bleedings  attention  should  be  directed  to  the 
condition  of  the  pelvic  mucous  membrane,  in  the  profuse 
haematuria  the  cortex  should  be  searched  for  the  uneven- 
ness  or  hardness  of  carcinoma. 


CHAPTER   XXI. 


HJEMATURIA   ACCOMPANIEU    BY    DEFINITE    REKAI.    VAIK. 


The  last  chapter  was  devoted  to  the  consideration  of 
those  renal  diseases  which  proclaimed  their  presence  oalr 
by  blood  in  the  uritio — to  cases  in  which  the  cjst<.>- 
scope  deftly  and  wisely  used  was  not  only  of  value,  bat 
indispensable  in  outlining  accurate  and  judicious  sargical 
treatnient. 

But  renal  disease,  symptomless  with  the  exception  of 
hfematuria,  is  the  exception  and  not  the  rule.  Most 
often  distinct  and  definite  renal  pain  draws  attention  to 
the  site  of  the  dtsorder,  and  (jrneralhj  indicat-es  the  origin 
of  the  blood  which  is  noticed  in  the  urine. 

Under  these  circumstances  some  operating-  surgeons 
argue  that  cystoscopy  is  not  only  useless,  but  mislead- 
ing; that  pain  is  a  sufficient  clue  to  the  locality  of 
the  mischief;  and  that  a  nephrotomy  should  Tie  carried 
out  on  that  side  on  which  the  paiu  is  experienced.  This 
advice  is  sound,  but  in  my  judgment  not  always  safe.  In 
the  greater  number  of  cases  met  ^vith  the  pain  is  an  all- 
sufficient  guide  to  the  disordered  kidney.  Occasionally^ 
however,  a  slight  pain  is  on  the  opposite  side,  and  is  always 
due^  if  I  may  venture  the  suggestioUj  to  ificrea^ed  actixnifj  of 
the  mnnd  kidnr.y,  labouring  to  compensate  for  the  crippled 
condition  of  its  diseased  fellow.  This  opposite  side  pain 
is  in  many  cases  not  a  referred  pain,  as  some  have  con- 
tended, but  due  to  increased  local  vascular  tension,  I 
therefore  advocate  very  strongly  the  use  of  the  cystoscojie 
in  all  haDmaturias  with  slight  renal  pain. 

I  give  a  few  illustrations  of  this,  and  one  failure,  when 
a  routine  cystoscopy  was  not  carried  out. 
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I  was  asked  by  Dr.  Alfred  Ryan,  of  Chelsea,  to  see  a  case  of 
obstinate  bsBinataria  in  a  man  st.  36.  The  cystoscopy  was  carried 
out  with  difficulty  and  in  an  awkward  position,  but  without  noting 
which  orifice  I  was  looking  at  I  saw  a  copious  efflux  of  dark  brown 
urine.  As  pain  was  complained  of  in  the  right  kidney  I  concluded 
it  was  right  renal  hadmaturia,  and  said  so.  The  bleeding  remained 
obstinate ;  I  found  myself  forced  to  interfere.  Before  doing  so  I  re- 
examined with  the  cystoscope  (as  this  is  my  routine  practice).  To 
my  surprise  the  bleeding  came  from  the  left  ureteric  orifice.  I  cut 
on  the  left  kidney.  The  patient  was  cured  to  the  extent  that  the 
bleeding  was  arrested,  and  he  bad  no  further  pain  in  the  right 
kidney. 

A  lady  was  sent  to  me  by  Dr.  Lloyd,  of  Abergavenny,  for  hsema- 
turia  and  pain  and  tenderness  in  the  ri^Ai  kidney.  With  the  cysto- 
scope dark  blood  was  seen  to  trickle  feebly  from  the  left  ureteric 
orifice.    I  immediately  operated  upon  the  left  kidney,  and  dis- 

Fio.  127. 


Kidney 


"']"  Cyst 


oovered  a  lai'ge  cyst  projecting  from  the  back  of  the  tail  (Fig.  127) ; 
it  was  full  of  blood-clot  and  grumous  blood.  It  did  not  apparently 
communicate  with  the  pelvis,  but  pix>bably  pressed  on  the  vessels. 
I  cut  it  freely  away,  stitching  over  the  edges.  The  lady  was  cured, 
but  always  insisted  I  had  made  a  mistake  in  operating  on  the  wrong 
kidney. 

J.  D— ,  aBt.  55,  was  sent  to  me  by  Dr.  Chapman,  of  Hereford, 
with  profuse  haematuria.    The  patient  had  noticed  it  for  two  and 
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a  half  mouths.     It  was  accompanied  by  pain  in  the  n'l^ht  kidnet 
and  over  McBiiraey's  point. 

On  cysto»copy. — The  right  ureteric  orifice  was  bealtbjr,  but  the  let 
was  a  large  swollen- edged  slit,  such  as  one  sees  in  a  thickeoed 
ureter  of  long-standing  renal  inflammation.  The  efflux  was  a  blood 
trickle.  There  was  no  renal  tumour.  I  cut  on  the  left  kidnej,  uid 
found  it  wtta  much  attached  ;  I  removed  it.  Its  pelvis  was  diluted 
with  a  mass  of  loose  sarcoma  which  had  alotiphed  off  from  m.  mats 
of  sarcomatous  growth  in  the  lower  part  of  the  pelvis  (Fig.  128). 

Fio.  128. 


Ar^ea  of 
Sarcoma 


Sarcoma  breaking  into  the  lower  pel  via  of  the  kiclney. 

Slight  renal  pain  may  delude  the  cystoscopist  into 
exanuning  the  wrong  orifice.  I  have  several  times  seen 
a  cystoacope  bum  situated  near  the  orifice  of  a  ureter  in 
hannaturial  patients  who  complain  of  renal  pain  or  dis- 
comfort on  the  same  side,  but  I  have  found  blood  issuing 
from  the  opposite  ureter !  In  other  words,  previous 
observers  have  been  so  diligently  and  so  fixedly  watching 
the  ureteric  ori6ce  of  the  painful  side  that  they  have 
burnt  the  periureteric  area^  and  in  addition  have  not 
noticed  the  ha3maturia  issue  from  the  other  side.  I  could 
quote  a  number  of  cases  on  this  point.  Seeing,  then, 
that  pain  is  not  altogether  reliable,  the  use  of  the  cysto- 
acope  in  hBEjmaturia  accompanied  by  dight  local  renal  pain 
is  advisable. 

There    is,    however,    another    aspect    of    the     subject, 
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and  this  deals  with  obstruction  of  the  vesical  orifice  of 
the  ureter  by  carcinoma  of  the  bladder,  a  condition  which 
necessarily  evokes  pain  in  the  corresponding  kidney  on 
account  of  the  back  pressure  exerted  by  the  obstruction, 
in  addition  to  haemorrhage  from  the  cancerous  surface. 
The  question  should  always  be  asked^  "  Is  the  renal  pain 
caused  by  any  back  pressure  exerted  at  or  near  the 
bladder  orifice  of  its  ureter  ?  "  In  a  fair  proportion  of 
vesical  carcinomata  this  causation  of  renal  pain  is  present, 
and  it  can  be  demonstrated  by  the  cystoscope.  I  have 
had  a  very  severe  clinical  lesson  on  this  subject^  and 
I  quote  the  case  in  which  I  (ailed  as  an  illustration, 

H — ',  ffit.  40,  was  sent  to  me  by  Dr.  Smithy  of  Pluuistead.  The 
patient  complained  of  rigbt  kidney  pain  which  extended  to  the 
^roin  and  bright  bsematuna  on  exertion;  he  had  no  other  symptoms. 
Contrary  to  my  inrariable  custom  I  did  not  cystoscope,  but  explored 
the  right  renal  region,  as  the  pain  was  so  entirely  local  and  renal  in 
its  position.  A  hard,  movable,  sHgbtly  hollowed  right  kidney  was 
found.  Nothing  further  was  done.  The  operation  was  followed  by 
retention  and  a  difficulty  in  cathetertsation,  which  made  me  examine 
the  prostate  and  the  bladder  base.  This  latter  was  found  indoi-ated. 
He  left  the  bospitat  bat  died  of  suppression.  I  obtained  an  autopsy. 
and  proved  that  the  right  renal  pelris  and  ureter  were  dilated,  the 
bladder  orifice  of  the  right  ureter  beting  blocked  with  cancerous 
growth.  Had  I  followed  my  routiae  practice  and  examined  bim 
with  the  cystoscope  I  could  have  seen  the  vesical  cai'cinoma,  and 
would  not  then  have  subjected  bim  to  the  useless  operation  of  renal 
exploration. 

It  might  hardly  be  credited  that  a  benign  villous 
papilloma  J  situated  near  the  orifice  of  a  ureter,  could  cause 
the  corresponding  kidney  to  "  ache,'*  or  even  to  become 
the  site  of  definite  suffering.  But  it  is  so,  exceptionally. 
I  ha%*e  met  with  a  few  cnses* 

Xot  long  ago  a  boy  of  fourteen  was  sent  to  m©  by  Dr. 
Henderson,  of  Balhani,  with  symptomless  severe  hfema- 
turia  and  an  aching  left  kidney*  Over  the  left  side  of 
the  belly  was  a  long  scar,  evidently  the  route  of  a  trans- 
peritoneal exploration  of  the  left  kidney.  I  learnt  that 
the  boy  had  been  for  three  months  in  one  of  the  London 
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hospitals,  under  one  of  our  very  able  suri^eons,  and  had 
liad  the  left  kidney  explored,  the  diagnosis  being  maJig- 
nant  kidney;  the  organ,  however,  was  fonnd  perfectly 
healtliy.  This  was  three  years  ago,  and  the  syroptoms 
had  continued  since  then  unchanged, — there  was  gtill 
profuse  recurrent  haemorrhage  and  left  renal  pain. 

With  the  smallest  cystoscope  I  first  demonstrated  a 
hirge  villous  papilloma  dragging  on  the  left  ureteric 
imtice,  and  then  removed  it  supi^a-pubically.  He  was 
quite  cured  of  the  haemorrhage  and  the  renal  pain. 

But  to  return,  marked  attention  was  dravra  in  the ' 
previous  chajiter  to  certain  haematurial  affections  of  tliif 
kidney  which  were  often  painless.  But  ''painless  "  hxma'^ 
iurial  diseases  of  the  hidueif  are  the  excepti€yti,  not  the  ruff,  J 
In  order  to  emphasise  this  fact,  I  propose  to  devote  a  few 
pages  to  several  of  those  diseases  of  the  kidnev  which 
entail  suffering  as  well  as  hemorrhage,  and  in  order  to 
arrest  the  attention  of  the  rapid  reader  I  w^ill  place  thests 
groups  in  parallel  tables. 


Pronounced  HsematiiLria  without 
Pain. 

1.  Chrome      j^nnlar      nephritis. 

(Not  uncommon.) 

2.  Au^oiua  or  CApillary  ncevns  of 

a  reniil  ptapiUa.     (Eare,) 


Benign  or  malignant  i^*^wth  of 
the  kidney*  (Not  uncom- 
mon.) 

Casea  of  emb&dded  aseptic  cal- 
culus.    (Rare.) 

Submucous  deposit  of  crudt» 
tubercle,    (Very  rare.) 


Fronoitncid  Maematuria  witb 

Pain. 

1.  Chronic  j^mnular  nephritiijfl 

fected.     <Eare.) 

2.  Local  interstitial  nepliritia  dno 

to  twist  or  narrowing'  of^  or  j 
ohatniction  to  the  ureter.  \ 
(Not  uncommon,) 

3.  Benign  or  nialij^ant  growth  of  | 

the    kidney.       (Not     uncom- 
mon,) 

4.  Calculus  of  the  kidney.     (Com- 

mon.) 

5.  Tubi'i'cle  of  the  kidney.     (JJot 

uu  common.) 


A  cursory  glance  at  the  two  columns  will    show    that  j 
they  contain  almost  identically  the  same  forma  of  disease,] 
.so  that  one  might  say  every  disease  of  the  kidney  pro- 
ducing blood   in   the   urine    may   have    a    painless   or    a 
painful  course. 
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1.  PronomKed  Ewmaiuria  in  Cases  of  Chronic  Granular 
Nephritis  with  Local  Pain  as  a  Promhieni  Symptom, 

The  clinical  life  of  graBular  kidney,  or,  in  fact,  of 
iiny  clironic  form  of  so-called  Bright's  disease,  is  rarely 
marked  by  any  local  pain,  if  we  except  the  dull  ache 
which  is  experienced  across  the  back.  Cases,  however, 
are  met  with  in  which  chronic  nephritis  is  associated 
with  marked  pain  in  the  region  of  one  kidney,  the 
Buffering  being  localised  to  the  front  and  to  the  back  of 
that  organ. 

This  epiphenomenon — ^pain — ^appears  in  most  cases  to 
be  due  to  the  presence  of  some  disturbing  influence  which 
is  present  in  addition  to  the  nephritis.  Thus  nratic  or 
oxalic   gravel  will   detemiioe  a   renal  ache  in   a  kidr^ey  j 

affected  by   chronic    nephritis,  and    may   indeed    induce  1 

decided  suffering.  ^ 

Mobility  of  a  granular  kidney  is  another  and,  I  believe,  * 

a  frequent  cause  for  the  additional  symptom  of  local  pain,  • 

some  back  pressure  on  the  pelvic  mucous  membrane  being  j 

exerted  by  the  bending  or  kinking  of  the  ureter.  | 

Inflammatory  changes  ascending  the  ureter  and  in- 
vading a  granular  kidney  in  women  from  even  a  transient 
cystitis  acquired  during  pregnancy,  or  under  other  cir- 
cumstances, have  been  in  my  opinion  an  occasional  cause 
for  l«jcal  renal  pain  in  chronic  nephritis. 

Finally,  there  are  cases  in  which  no  cause  can  be 
discovered  for  the  pain  beyond  the  nerve  disturbance 
which  is  invariably  associated  with  that  crumpling  of  the 
cortex  which  is  the  pathological  characteristic  of  the 
disease. 

At  present  we  may  divide  the  accessory  influences 
which  graft  unilateral  pain  upon  the  symptoms  of  chronic 
nephritis  into  three  groups :  calctdus  irritation,  pelvic 
distension,  septic  infection. 

The  intercurrent  affections  need  not  be  discussed  here, 
but  a  few  remarks  upon  the  obscurity  which  they  import 
into  cases  of  chronic  nephritis  may  not  be  inappropriate, 
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Ths    Similanty    hetweeji   Imtated    or   Itrfecied   Nephritk 
{Ewmaiogenon^) ,   and    so-called    *'  Surgical   Dmam 

of  the  Kidney/^ 

Cases  of  irritation  or  infection  of  a  kidney  wliich  li 
already  the  subject  of  chronic  nephritis  fall  into  a  dm 
which  is  clinically  intermediate  between  the  so-calkd 
medical  and  surgical  diseases  of  the  kidnej.  In  stick 
bord€*rland  cases  there  is  often  much  obscurity  in  dia- 
gnosis, and  occasionally  some  uncertainty  abont  tW 
propriety  of  operative  interference. 

Take,  for  instance,  the  similarity  which  exists  betweeo 
an  infected  chronic  nephritis  and  aseptic  stone  in  the 
kidney.  In  both  there  may  he  unilateral  pain,  a  few 
casts,  a  little  bloodj  a  little  albumen,  even  a  mediam 
specific  gravity ;  no  marked  arterial  tension  nor  any 
cardiac  hypertrophy.  The  fact  is,  expert  urinalysis,  with 
its  improved  appliances,  especially  the  centrifuge,  has 
weakened  and  confused  the  abrupt  lines  and  limits  which 
we  are  accustomed  to  employ  in  separating  these  diseases. 

If  we  diagnose  superficitilly  and  rely  on  the  subjective 
signs  of  pain,  infected  nephritis  may  resemble  renal  stone 
very  closely. 

For  instance,  the  symptom  of  renal  colic  which  is  so 
much  relied  upon  as  diagnostic  of  renal  stone  may  be 
simulated  by  interstitial  nephritis. 

Mr.  Manse]  1  Moullin  records  a  case  of  a  woman  set,  34 
who  was  admitted  into  the  London  Hospital  for  right 
renal  colic,  from  which  she  had  suffered  at  frequent 
intervals  for  two  years.  Between  the  attacks  she  had 
chronic  and  persistent  aching  across  the  loins.  She 
passed  urine  frequently,  sp.  gr,  1012 — 1014,  40  oz.  per 
diem,  which  contained  blood,  and  a  small  quantity  of 
albumen  when  blood  was  absent,  and  generally  a  deposit 
of  urates.  Casts  are  not  mentioned  as  being  present  or 
absent.  The  arteries  were  hard  and  the  heart  slightlvj 
hypertrophied.     There  were  no  retinal  changes. 
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Exploration  of  the  kidney  was  canied  out^  but  no 
stone  was  found,  and  the  colics  continued  after  forty-eight 
hours  greater  even  in  severity  than  before.  The  woman 
died  a  few  days  after  the  operation  of  exhaustion.  On 
post-mortem  nothing  was  found  but  well-marked  granular 
kidneys.* 

But  the  suffering  in  these  exceptional  cases  of  com- 
plicated chronic  interstitial  nephritis  may  extend  beyond 
the  limits  of  the  kidney  area.  It  may  be  located  in  the 
bladder,  and  the  patient  suffer  greatly  in  that  organ.  In 
such  cases  it  is  not  necessary  to  regard  infection  as  a 
necessary  cause.  Extravasation  of  blood  under  the  mucous 
membrane  may  be  the  disturbing  factor. 

In  one  case  of  granular  nephritis  which  came  under 
my  care  all  the  classical  symptoms  of  stone  in  the 
bladder  were  present — pain,  frequency,  and  blood.  On 
cystoscopy,  however,  the  causation  of  the  lower  urinary 
symptoms  was  proved  to  be  an  extravasation  of  blood 
under  the  mucous  membrane  around  and  in  the  neigh- 
bourhood of  the  ureteric  orifice,  an  extravasation  which 
did  not  probably  differ  from  other  hsemorrhagic  manifesta- 
tions noticeable  in  granular  nephritis,  such  as  epistaxis, 
ha^matemesis,  melsBna,  yet  its  presence  in  this  particular 
part  of  the  urinary  tract  was  sufficient  to  induce  intolera- 
ble suffering  and  to  mask  the  real  site  and  cause  of  the 
trouble. 

The  Value  of  Cystoscopy  in  Injected  BrigliVs  Disease. 

Of  what  value  is  cystoscopy  in  chronic  nephritis  with 
pain  ?  It  is  rare  to  find  any  change  in  the  ureteric 
orifices.  There  may  be  evidence  of  inflammation  of  the 
bladder  and  swelling  of  the  ureteric  orifice,  and  upon 
these  grounds  the  cause  of  the  pain  and  the  source  of 
infection  of  the  kidney  may  be  surmised, — or  the  ureteric 
orifice  of  the  painful  side  may  be  turgid,  and  dilatation 
of  the  pelvis  diagnosed;  but  I  do  not  consider  that 
•  *  Clin.  Soc.  Trans.,'  voL  xxv,  p,  56, 1892 
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cystoscopy  vnll  throw  much  light  upon  the  diagnosis.    Ill 
merely  enables  the  surgeon  to  select   with   certainty  Aal 

kidney  if  it  is  bleeding.    If  only  local  suffering  is  prennll 
it  can  unly  aid  us  by  eliminating  all  sources  of 
disease  causing  renal  pain, 

Diagnom^  a7id  treatment, — In  dealing'  wMtli    a 
which    marked    renal    pain    is    accompanied     by 
evidences  of  chronic  nephritis  I  rely  upon   very  tbaroogh 
and  repeated  microscopy  of  the  urine,  upon   careful  exa- 
mination  of   the   blood  and  cardio- vascular   system,  wxJL 
upon  evidence  of  functional  disturbances  in  the  digestn 
respiratory,  nervous,  and  cutaneous  tracts  to  establish  tl 
presence  of  confirmed   nephritis.     I   do   not    hesitate  tol 
advise  exploratory  incision  *  if  retinal  splashes  are  absent 
and  cardio-vascular  changes   are  slight   or   unimportant 
Edebohls  does  not  hold  his  hand  even  for  these  evideneei 
of    advanced   Brjght's    disease. t      If    the   kidney   aehcs 
because  of  its  mobility,  the  mere  operative  manipulalieii 
is   sufficient   to   fix   it.      If   the  kidney   is   painful    from 
ascending  inflammation,  the  blunt  separation  of  the  cortei 
from  all  adhesions  is  quite  enough  to  relieve  the  patient 
of  pain  for  an  entire  year.     Moreover,  if  the   capsule  be 
reflected  after  Edebohls'  method,  there  is  some  chance  of 
improving  the  future  health  of  the  kidney. 

Exploration,  in  such  cases,  is  surgical,  if  it   be  under 

♦  I  believe  a  dmall  proporticm  of  cases  of  ncgativt  kidney  explonit 
for  Btono  are  instances  of  irritated  or  infectod  ehronic  nophritis. 

+  Edebohls  says :  '*  Of  the  thirty-two  CJises  of  advanced  chroo 
nephritis  operated  upon  during  1902,  very  few  indeed  were  nncomplicat^ 
or  but  slightly  complicated  cases  of  chronic  Bright*s  disease.  Nearly  nil 
presented  minor,  p-eater,  or  extremo  cardiac  and  vascular  degenecatioiiA, 
arterio-Bclerosis,  hypertrophies  of  all  degrees  up  to  the  point  of  n<m- 
compensation  beginning,  predominant  dilatation,  pericarditis,  luid  eadi> 
carditis.  FlenritiB  and  hydrothorax  as  oomplicatio&B  were  by  no  toeani 
rare,  while  one  patient  had  cavities  in  both  lungs,  and  two  pataenti 
stifFer&d  from  cirrhoaia  of  the  liver  in  addition  to  chronic  Bright** 
disease.  The  cerebral  and  ocular  complications  wero  represented  by 
hemiplegia  due  to  changes  in  the  cerebral  vessels,  to  embolisiu^  thioia^ 
bosis,  etc.,  and  by  the  characteristic  retinal  lesions,"  The  mortali'^  i 
13i  per  cent.—'  Med*  Vt^m  and  Circular,"  April  29th,  1903,  p.  429. 
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taken  with  the  knowledge  that  the  kidney  strocmre  is 
affected,  and  if  the  line  or  method  of  attack  be  modi- 
fied accordingly.* 

2.  Pratwunced  HsBmaturia  with  Pain  in  Local  Interstitial 
Nephritis  {Non-hseinatogenotis) , 

Local  interstitial  nephritis  is  a  wide  and  diflBcult  sub- 
ject, A  few  prefatory  words  are  therefore  needed  to 
designate  the  exact  class  I  wish  to  draw  attention  to. 

It  is  well  known  that  a  localised  form  of  chronic  inter- 
stitial nephritis  follows  the  healing  of  wounds,  abscesses, 
infarcts,  and  gummas  in  the  kidney,  the  destroyed  tissue 
being  eventually  replaced  by  scar  tissue,  and  the  surface 
of  th©  organ  being  correspondingly  puckered. 

These  several  conditions  may  be  localised  to  small  por- 
tions of  the  kidney  or  involve  the  entire  organ,  but  are  not 
coincident  with  somatic  changes.     As   a   rule  t  tbey  are 

•  It  ia  always  jadidous,  I  think,  to  avoid  laying  open  tlie  kidney 
atractni^  freely  when  there  are  obvious  aigns  of  chronic  parenchyma- 
tons  or  interstitial  nephritis  present. 

t  An  exceptional  case  from  my  cAse-book  ^— Infarct  of  the  kidney ; 
■evere  py elo-nephritis ;  persistent  hsmatoria ;  cystoscopy ;  nephrectotny ; 
oare.— Dr.  Sykes,  of  Croydon,  sent  me  a  gentleman,  let.  40,  with  the  follow- 
ing letter : — "This  case  is  characterised  by  an  absenoe  of  all  symptoms 
but  bleeding,  a2id  it  has  been  mooted  to  Diake  an  exploratory  incision 
down  to  the  l^t  kidney.  Lawson  Tait  and  I  think  tbo  Bymptoms  are 
too  vague  to  justify  such  a  course  at  present,  and  we  shotild  like  your 
ad  vice*"  The  gentleman  had  been  passing  dark  blood  for  some  months. 
There  was  no  tubercle  in  the  urine,  only  blood-cells. 

Cystoscopy  (April  7th,  1899). — A  decided  whipcord-liko  mould  of  darkish 
blood  waa  seen  issuing  from  the  right  ureteric  orifice.  The  left  ureteric 
ofifioe  WM  patched  with  extravasation,  which  I  supposed  was  the  result 
of  a  recent  cystoscopy  made  by  an  inexpert  operator. 

I^f^nme*. — Bight  renal  hsmorrhage  from  an  inactive  Icidney. 

Qpsratiom. — ^Baght  Itimbar  indsion.  Kidney  not  movable.  Dark  blood 
beneath  true  capsule,  whicb  was  raised  over  oonsiderable  areas,  espe- 
cially towards  the  lower  pole,  and  stripped  off  only  too  readUy  where  it 
was  not  already  detached.  The  kidney  surface  was  decidedly  granular. 
Its  oonsistenoe  varied,  here  firm,  there  thin  and  dimpling.  I  removed 
itp  finding  it  vary  adherent  at  the  upper  end.  It  was  hollowed  out  in 
every  part^  the  cortex  being  a  mere  shell  towards  the  lower  pole  (where 
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not  accompanied  by  persistent  or  marked  baemararia,  ni 
I  do  not  propose  to  deal  with  them  here. 

There  is  another  form  of  local  interstitial  nephrita 
which  is  usually  more  or  less  of  a  diffuse  forin,  and  follovi 
pyelo-nephritis.  It  is  to  this,  and  more  especiallr  to  i 
variety  of  this,  I  wish  to  draw  attention* 

The  severity  and  extent  of  the  interstitial  nephritis 
depends,  of  course,  npon  the  degree  and  duration  of  the 
exciting  cause.  In  most,  the  change  is  at  first  limited, 
and  this  is  the  time  for  operative  relief,  for  it  is  always 
progressive,  and  ends  with  the  entire  destruction  of  the 
gland. 

The  cases  are  often  obscure  clinically,  and  many,  I  am 
sure,  have  been  diagnosed  and  treated  as  Brig^ht's  disease 
in  the  past ;  even  now  they  are  liable  to  be  eonfnsed  with 
infected  or  irritated  Bright's  disease.  A  very  excellent 
illustration  of  the  similarity  is  recorded  by  Dr.  Bagshawe* 
in  the  ^  Pathological  Tratisactions,' 

The  ease  was  that  of  a  man  who  died  at  the  age  of  62.  At  the  age 
of  fort  J- two  he  bad  drops j  and  general  aEasarca,  and  he  w&s  told  be 
would  always  be  Uable  to  it;  but  he  recovered  completely,  and 
on  his  death,  twenty  years  later,  from  suppression  of  urine  his  left 
kidney  was  fomnd  atrophied  and  the  ureter  impeiTious.  The  right 
weighed  7  oz,  and  its  etructiire  generally  wa«  healthy,  though 
microscopically  some  evidence  of  disease  was  found,  and  the  glaodj 
had  BufiTered  from  backward  pre&siire. 

Death  was  due  to  suppreasion  artsing  from  the  block  of  the  rig 
ureter  by  a  dark-coloured  plug  of  calculous  debris  and  blood. 

It  might  be  fairly  surmised  that  the  dropsy  and  genei 
anasarca  was  due  to  sudden  incapacity  of  the  left  Iddnej 

the  true  capsule  had  been  found  detached).    The  muoouB  membismi^ 
lining  the  recesses  was  darkly   blood-stained.    A  pale  long  clot 
removed  from  the  pelvis. 

The  section  of  this  kidney  shows  a  triangnlar  patch  of  chronic  ; 
matory  growth  extending  inwards  from  the  cortex.    This  is  very  pro* 
bably  the  remains  of  an  old  infarct*— J.  H,  Taroett. 

•  *^  Suppression  of  Urine  for  Ten  Bays/*  by  Dr.  Bagshawe,  *  Path* 
Soc,  Trans.,*  voL  xvi,  p.  176. 
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twenty  years  before  death.  May  not  some  of  the  cases 
of  transient  severe  albuminuria  be  due  to  plug  of  the  renal 
artery  or  embolism  in  the  renal  substance,  which  places 
the  whole  or  part  of  the  kidney  hors  de  cnmbat  ? 

Three  main  causes  are,  I  submit,  provocative  of  local 
interstitial  nephritis  (non-hfiematogenous) . 

rt.  The  most  common  is  inilammation  of  the  lower 
urinary  tract  ascending  one  ureter  (or  both). 

h.  Some  form  of  ureteric  obstruction — either  an  acute 
bend  of  the  ureter,  due  to  adhesion  or  mal-insertion  in 
movable  kidney,  or  a  valve,  or  a  vessel-leash  bowstringing 
the  ureter,  or  a  stone  impacted  low  down  in  the  ureter. 
In  all,  there  is  generally  infection  in  addition  to  the 
obstruction. 

r^  Intermittent  strain  on  the  renal  vessels. 

I  do  not  vnsh  to  burden  the  text  with  examples  of  the 
first  or  of  the  second  class.  One  striking  illustration  will 
suffice. 

Kink  of  ureter  ai  the  ureiero-pelvie  juttction :  hack  pres&ure  ;  hoU 
lotring  of  kidney ;  chronic  pyelo-nephritU ;  ievere  fuemorrhaget  and 
renal  pain, — A  gentleman,  set.  33,  consulted  une  in  reference  to 
attacki  of  right  renal  pain  and  lisematuria.  Hie  mother  had  died 
of  phthiiis.  Hia  sympLomB  had  lasted  ten  years,  but  were  in- 
creasing in  severiiy.    He  described  the  attacks  as  follows : 

•*  The  attacks  now  come  on  about  every  three  weeks  at  night,  and 
last  from  twelve  to  forty-eight  hfjurs.  It  commenoes  with  a  feeling 
of  disoomfort  at  the  back  of  the  right  kidney,  ao^cient  to  wake  me 
and  keep  me  awake,  I  cannot  lie  on  that  side  nor  on  mj  left,  but 
turn  on  to  my  back.  Il  soon  becomes  real  pain  and  spreads  to  the 
front  of  the  kidney,  bat  not  to  the  bladder.  Both  back  and  front 
become  exquisitely  tender.  I  do  not  wish  to  make  water  often » — in 
fact,  there  seems  a  scarcity  of  urine,  but  what  I  make  is  quite  clear. 
I  usually  vomit  with  the  pain.  The  end  of  the  attack  is  often 
announced  by  a  feeling  of  something  giving  way,  and  I  get  up  at 
once,  being  seized  with  a  sudden  and  great  desire  to  urinate,  and 
psM  at  once  14  to  17  oz.  of  brightish  blood  and  water.  The  pain  is 
now  gone,  and  the  blood  gradually  diminishes  and  is  gone  in  a 
week.  In  between  the  attacks  the  urine  is  clear,  and  contains  only 
oxalates* 

*'JUoohoI,  constipation,  and  flatulence  seem  decidedly  to  biing 
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on  attacks.  Coutvexeville  cures  are  uaeleaa,  but  Carlsbad  (Spnidct) 
codrses  are  beneficial,  so  also  is  a  liver  pill,  Betfreen  the  attacki  I 
am  in  perfect  health." 

An  exploratory  operation  was  performed.  The  kidziej  was  fbaffll 
to  be  somewhat  shrunken  and  hollowed  out  by  back  pressure ;  tit 
pelvis  was  distended,  and  the  tifeter  narrowed  at  its  junction  witi 
the  pelvis  and  somewhat  kinked.  It  was  repaired  in  the  nsnid  wij, 
and  the  patient  regained  his  health » 

I  liaye  had  several  almost  similar  cases. 


IniermiUent  StraiJi  or  *'  Tug "  on  the  Renal  FewfZf, 
producing  a  Lfjcal  Chronic  Interstitial  Nephritis 
which  is  characterised  by  Renal  Pain  and  Blood, 

Some  time  before  Newman  *  di-ew  at  ten  lion  to  the  sub- 
ject *'  of  in  created  vascular  tension  in  the  kidney  as  a  cai2?e 
of  renal  pain^  haniiaturia,  and  albuminuria  with  or  with- 
out  tube  casts,"  I  had  been  forced  to  accept  as  a  working 
diagnosis  that  drag  or  tug  upon  the  renal  vessels,  espe* 
cially  an  aberrant  artery  to  the  lower  lobe  of  the  organ, 
was  liable  to  induce  local  interstitial  nephritis  and  to  cause 
pain  and  blood. 

I  first  met  with  it  in  a  case  of  movable  kidney,  feeling 
a  thick  artery  like  a  radial  passing  to  the  lower  pole  from 
below    [vide   Fig.    129)*       The  thought    at    once    passed 
through  my  mind  that  this  aberrant  vessel   acted  like  a 
tent   guy  J  and    prevented   the   kidney  being    in    its  place 
under  the  liver.      But  while  the  kidney  remaixied   loose,^j 
every  drag  upon  it  would   do  barm  to  that  area  of  tbl^l 
renal   tissue   supplied    by   the   artery.      I  did    not    divide^* 
and  tie  the  vessel,  but  fixed  the  kidney  in  the  loin  so  that 
there  was  no  strain  placed   on  the  vessel.      The  patient 
lost  all  her  symptoms. 

Since   then   I   have   had   cases  in   which   I    could    not 

resist  the   conclusion   that   drag  on   the   vessels  is  more 

often  concerned  in  atrophy  of  parts  of  the  kidney,  and  in 

patchy  surgical  interstitial  nephritis,  than  I  had  realised 

•  Nevmiaii, '  Eeaal  Cases/  p,  1, 1899. 
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at  first.  It  is  quite  conceivable  that  any  sadden  inter- 
ruption of  blood-supply  must  have  a  deteriorating  effect 
upon  the  delicate  renal  tissue ;  and  when  this  interruption 
takes  place,  as  it  may  do  several  or  many  times  a  day  by 
the  drag  of  a  recently  displaced  kidney,  or  by  the  sudden 
stretching   action   exerted   on   the  vessels   by  a    dilated 


Fig.  129. 


Area  of 
softening*' 
and  scarring^ 


Diagram  of  irregular  artery  to  lower  pole,  the  area  of  soften- 
ing and  scarring  being  found  when  there  was  a  distinct  drag 
on  the  artery. 


pelvis,  that  congestion,  inflammatory  exudation,  and  atro- 
phic changes  must  result,  and  the  clinical  symptoms  of 
albuminuria  or  of  hsematuria  may  ensue.* 

*  Dr.  George  Bobinson  showed  that  obstruction  to  the  renal  vein 
caused  both  hematuria  and  albuminuria  ('Med.-Chir.  Trans./  1843). 
Senator  proved  that  by  obstructing  the  renal  vein  for  a  short  time  in  a 
living  animal  albumen  and  blood  could  be  easily  detected  in  the  straight 
tubes,  while  Bowman's  capsules  were  free ;  but  if  the  pressure  were  more 
prolonged,  the  mechanical  hyperemia  caused  blood  to  escape  into  the 
Malpighian  capsules  also.    Herman  and  Overbook  have  demonstrated 
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Now  it  is  conceivable  that  the  leash  of  vessels  most  liable 
to  be  dragged  upon  is  that  running  to  the  loiter  pole  (Fig. 
130),  because  they  are  more  often  stretched  by  the  greater 
mobility  of  the  freer  end  of  the  kidney  ;  but  if  the  vessel* 
are  inserted  near  the  upper  pole,  as  they  sometimes  are, 

Fig.  130. 


Dia|:p*am  of  arterial  supply  to  kidney.     (Max  Br5del.) 


;ind  conrso  over  a  distended  ])elvis,  they  are  also  liable  to 
overstretching  in  proportion  to  the  distension  of  that  cavitv. 
I  suggest  that  then?  are  two  appearances  of  the  kidney 
(when  lying  in  aitu,  with  its  vessels  unstretched  by 
delivery  on  to  the  loin  and  its  cortex  undamaged  by 
manipulation)  w^hich  may  give    a  clue  to    the   presence  of 

that  even  sliglit  disturbances  of  the  renal  circulation  cause  suppresision. 
which  may  last  for  a  longer  or  shorter  period  according:  to  the  sensitive- 
ness of  the  individual,  and  that  albumen  and  blood  may  appear  in  the 
urine  for  liours  and  days  afterwards.  (Quoted  from  Newman,  *  Renal 
Cases/  p.  1(5. 
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local  interstitial  nephritis  due  to  intermittent  drag  on  the 
vessels : 

A,  Abruptly  Marginated  Whitish  Areas  of  the  Cortex. 
B»  Dark  Blood  finllse  with  Detachment  of  the  Capsule. 

A.  Abruptly  marfinated  whitish  areas  of  the  cortex* 

The  lower  pole,  even  the  lower  third  of  the  kidney, 
may  be  seen  to  be  of  dnll  white  colour.  This  area  is 
sharply  marked  off  from  the  dull  red  of  the  remainder  of 
the  apparently  Iieahhy  cortex.  The  capsule  over  the 
area  may  strip  at  a  touch,  or  it  may  come  off  with  dilli- 
culty,  and  then  little  patches  of  the  cortex  come  away 
\\nth  it.  This  difference  in  capsular  detachment  varies 
according  to  the  age  and  stage  of  the  patch  of  nephritis. 
The  cortex  of  the  impaired  area  is  usually  Bmooth,  white- 
greyish-yellow ;  it  is  soft,  and  tears  easily  (Fig.  129). 
Section  from  it  shows  a  fatty  change  in  the  epithelium 
and  a  marked  state  of  chronic  nephritis.  Sometimes  the 
surface  of  the  area  is  distinctly  granular,  but  I  have 
never  seen  this  change  so  abruptly  limited  as  the  whiter. 

It  18  right  to  say  that  in  the  cases  of  **  white  areas  ^'  I 
have  studiously  avoided  those  in  which  the  change  could 
be  attributed  to  *'  corset  pressure  "  on  the  kidney ;  but 
even  here,  according  to  Rovsing  of  Copenhagen,  torsion 
of  the  pedicle  may  produce  haemorrhage*  Que  of  his 
cases  is  as  follows  : 

Mrs.  P— ,  ffit,  58,  admitted  May  17th,  1897,  She  Ijad  been 
perfectly  well  until  1885,  wheo*  after  a  fatigruing  day's  washing, 
and  after  having  lifted  heavy  tuba,  she  noticed  blood  in  her  urine. 
This  bleeding  recurred  twice  in  twelve  years,  each  time  after  severe 
exertion. 

On  admission  she  was  of  a  dirty  cachectic  aspect,  and  was 
emaciated.  On  tbe  right  side  a  large,  hard  tamoar  could  be  felt 
in  tbe  kidney  region.  Cystoscopy  showed  a  considerable  stream  of 
bloody  urine  from  the  right  ureter.  Tbe  urine  did  not  have  any 
smell.  It  was  of  a  deep,  dark  blood  eolonr^  and  yielded  a  high 
red  deposit,  which  under  the  microscope  showed  numerous  red,  a 
few  white  corpuscles,  and  manj  small  motile  bacilli,  found  on 
col ti ration  to  be  Bo/cUrium  coli. 
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The  diagnoaia  was  malignant  tamour  of  the  right  kidnej. 

On  the  20tU  of  May,  1897^  right  tumbar  incision  waa  perfoiBil 
under  chloroform.  Bovaing  found  the  kidney  displaced  dowpitarii 
in  a  remarkable  oblique  position,  with  its  upper  pole  turned  tontrii 
the  vertebral  column,  the  convex  border  turning-  forwarda  ad 
upwarde,  so  that  the  kidney  seemed  to  have  made  half  a  tui-n  ojoa 
the  pedicle.  The  kidney  was  kept  in  this  position  by  the  roj 
pronounced  lacing-liver,  the  furrow  of  which  was  exactly  oppotilK 
to  the  upper  edge  of  the  Icidney,  whilst  the  kidnej  was  b»ebtiid  til 
adhereni  to  the  posterior  aurface  of  the  lobe  of  the  liver,  so  adheitst 
thut  it  could  not  be  detached  without  making  a  2-inch  split  intbt 
peritoneum.  It  was  evident  that  the  hard  tumour  Bovsing  bftd 
felt  was  kidney  plu»  liver,  not  the  kidney  alone,  Tbe  kidney,  whick 
was  certainly  a  little  enlargedp  being  especially  longer  than  if 
normal^and  bluish  on  the  surface,  was  brought  thi-ong-b  the  wonmL 
Forceps  were  placed  on  the  pedicle,  and  a  complete  division  of  tkt 
kidney  from  the  convex  border  into  the  pelvis  was  tb«n  performed 
without  any  bleeding.  The  tissue  was  cyanotic,  but  otherwise 
normal  in  appearance  ;  no  calculus  or  tumour  could  be  found ;  the 
pelvis  perhaps  a  little  dilated,  its  mucous  membrane  smooth  uj  • 
pale.  After  excifion  vf  a  piece  qf  tissve  for  microscopical  examiL^- 
tion  the  kidney  was  united  with  catgut  sutures  and  replaced  in  its 
normal  position,  where  it  was  kept  by  a  pad  of  sterile  gauze  placed 
beneath  its  inferior  pole,  after  which  the  lumbar  wound  was  closfd. 

The  next  day  (21st  of  May)  the  urine  was  clear,  not  tinottmd 
with  blood.  On  lat  of  June  the  urine  did  not  give  chemical  blood 
reaction,  but  a  slight  quantity  of  albumen.  On  7th  of  Jane  the 
urine  was  without  albumen,  but  there  was  still  Bactet-iutn  eoii. 
After  two  months*  treatment  with  aalol  and  diatilled  water  (I  J  to  2 
litres  daily)  the  urine  was  quite  sterile.  During  the  yeoi*  which  has 
elapaed  since  operation  the  patient  has  been  quite  healthy  and  the 
urine  normal  (last  examination  on  the  2nd  of  Jiily,  1898). 

The  vticf'OBC€pical  examination  of  the  extirpated  tissue  showad 
stasis  in  the  veins  and  the  capiOaiy  vessels.  No  infiltration  of 
round-cells.     In  the  tnbuli  recti  a  number  of  small  staff  bacteria. 

Rovsing  *  remarks  on  this  case,  ^'  I  suppose  that  ti 
bleeding  was  caused  by  the  stasis  in  the  veins  produce 
by  the  torsion  of  the  pedicle  of  the  displaced  kidney/* 

•  *  Brit,  Med.  Joum,/  1808,  part  ii,  p.  1S47. 
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Author  9  Cti^e  illuetraiwe  of  Change  in  Lower  Lobe,  the  FrohahU 
ResitU  of  "  Drajjf  "  on  Vessels, 

A  palient,  set,  23,  was  Bent  me  by  Dr.  Greene,  of  Chesliiuit.    She 

had  been  in  Tarloas  inBtitutioiia  witb  a  d^bt  movable  kidnej,  pam, 
and  bsmorrbage.  Yaiioui  appliances  bad  been  tried,  but  all  bad 
proved  unauoceaafnl. 

On  cjstoBCopj  tbe  rigbt  nreteric  orifice  was  thin  and  op«n»  but 
the  left  ureteric  orifice  was  mncb  more  affected  t ban  the  right. 

As  tbe  pain  was  rigbt-eided  and  tbe  kidney  was  freely  movable, 
whilst  the  left  kidney  could  not  be  felt,  I  cut  on  tbe  right. 

The  kidney  was  long  and  hollowed  by  back  pressure*  A  leash  of 
vesBels  entered  the  pelvis  at  the  usual  position,  and  a  aepai*ate  leash 
ran  to  the  tail  from  below.  Tbe  lower  third  of  the  organ  waa  white, 
softened,  and  scarred  (Fig,  129),  Upper  two  thirds  appeared  quite 
normal, 

I  fixed  the  kidney.  She  recovered,  and  a  year  later  was  free  from 
symptome. 

I  may  add  the  following  cases  which  bear  on  tlie 
subject.  Both  seem  to  me  to  be  good  examples  of  the 
evil  effects  upon  the  renal  tissue  of  the  action  of  the 
combined   forces  of    pelvic   or   ureteric  obstruction    and 

stretching  of  the  renal  vessels. 

Case  1.  Boussiringing  of  ureter  by  an  aberrant  artery  to  lower  lobe 
of  kidney  ;  dilatation  of  pelvis  ;  extreme  atrophy  of  parts  of  kidney 
supplied  by  abeiTajit  artery, — A  lady,  set.  41,  waa  Bent  to  me  by 
Dr.  Pinching,  of  Gravesend.  She  had  **  inOuenza  "  in  November, 
1898,  aud  noticed  a  cloudy  deposit  in  tbe  urine.  It  has  been 
habitually  murky  since  then.  In  February,  1899,  another  attack 
of  "influenza''  starting  with  a  rigor.  Since  th^i  an  increasing 
bodily  weakness.  September,  1000,  another  rigor,  aft^r  which  she 
paaacd  porter-coloured  urine  without  vesical  irritability.  Severe 
occipital  headache  and  fever.  In  four  weeks  she  bad  six  separate 
attacks,  each  being  heralded  hy  the  waier  clearing,  the  tempera- 
ture  rising,  and  culminating  in  a  rigor.  Pain  was  then  felt  in  the 
left  kidney,  put  appeared  in  the  urine*  and  the  attack  subsided 
without  sickness.    No  tubercle  bacilli  were  found  in  tbe  urine. 

On  cystoscopy  the  bladder  was  ahown  to  be  healthy,  and  the 
right  ureteric  orifice  pumping  freely  a  urine  of  low  specific  gravity ; 
but  the  left  ureteric  orifice  was  oval  and  open,  and  it  worked  with 
much  spasm  of  tbe  adjacent  interureteric  bar, 

JHagiwsii^—No  stone  or  tubercle,  but  a  dilated  left  kidney.  Cause 
unknown. 
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Operation, — Left  lumbar  mcieion. 

Kidnej  verj  adherent,  mtdch  atropLied,  parcbment  patches aha^ 
Bating  with  islets  of  tbick  cortex.  It  proved  to  be  a  multilodtlir 
sac.  I  removed  it  by  akinnin^  it  out  of  the  capsule,  bat  it  «ii 
much  attachedi  and  I  was  forced  to  leave  bei-^  and  there  patche*  rt 
russet>browii  kidnej  tissue  adhering  to  the  capsule.     The  {j^Itu 

Fio.  131. 


Posterior 
Branch 
of  Artery 


Diagram  of  irregular  artery,  bowstringing  the  ureter,  whiclL- 
probably  caused  apaam   in  the  artery,  and  therefore 
intermittent  vascular  supply  to  lower  lobe. 

was  dilated  ;  the  vesaela  were  in  two  groups  {mde  Fig.  131),  an  upi 
and  a  lower,  and  the  latter  crossed  the  ureter  just  where  it  joina 
the  dilated  pelvis.  It  was  noticeable  that  the  lower  pole  of  the 
kidney^ — that  supplied  by  the  lower  vessel  leash— was  wbite  in 
colour  and  so  atropbted  as  to  be  thin  as  parchment,  but  the  upper 
had  a  thicker  layer.    There  was  do  stone. 

This  suggested  to  my  mind  a  vicious  circle ;  the  yessels  had  been 
bowstringing  tbe  ureter,  per  baps  setting  up  a  local  spasm  in  that 
tube  at  the  site  of  croBBing,  wbich  would  further  accentuate  the 
back  pressure  caused  by  the  mere  flestirei  and  had  produced  the 

dilatation  of  tbe  pelvis.    There  was  no  true  stricture  of  tbe  ttreletr 

14  £  passed  easily. 

It  also  seemed  to  me  that  the  intermittent  extension  or  pnU  on 
the  lower  leash  by  tbe  vai^ying  movements  of  the  lower  pole  in  dis- 
tension had  induced  tbe  niaiked  atrophy  of  tbe  lower  pole. 
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Another  case : 

Com  2.  Ejsireme  atrophy  of  upper  poU  of  kidney;  dUaied  pelvis 
mud  ureler  from  stricture  of  loxcer  ureter;  overstretching  of  renal 
veftelff. — Mrs.  J — ,  set,  37,  had  suffered  from  attacks  of  pain  in  right 
kidney,  pyelitifl,  and  intermittent  nreteric  block  ever  since  reinoTa 


Fto.  132. 


Posterior) 
Branch  of 
Artery 


Very 

thin 
Cortex 


Diagram  of  dilatation  of  pelvis  stretching  upper  leaah  of  renal  vessela. 


of  the  right  ovary.  1  found  on  cyatOBCOpy  the  Hght  nreteric  ori- 
fice enlarged  and  patulous ,  the  left  healthy.  I  explored  the  right 
kidney»  and  found  it  and  the  entire  right  ureter  down  to  the  position 
tjf  the  ovary  very  dilated.  The  upper  iobe  of  the  kidney  was  fixed, 
dilated,  and  the  cortex  there  was  aa  thin  as  cartridge-paper-^much 
adherent  to  the  liver  (Fig.  132) ;  the  pelvis  was  much  dilated,  and  as 
the  veiAels  were  inserted  high  up  they  must  have  been  subjected  to 
severe  overstretching  when  the  ureter  became  temporarily  closed. 
The  vessel  running  behind  the  pelvis  to  the  tail  escaped,  perhaps, 
for  there  was  much  more  cortex  in  the  area  supplied  by  that  artery 
than  anywhere  else.    I  roughly  formulated  for  myself,  trusting  to 
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fiitui-e  experience  to  coiTect  the  errors  in  interpret&tioii  md  i 
plement  deficienciea  in  obBervation,  the  following  rale : 

If  a  leash  of  ttie  renal  Tesaels  is  so  placed  as  to  be  iiitermittattl| 
overstretched  or  spaBmodicaUy  affected*  that  part  of  the  IdBae; 
atructure  supplied  bj  it  will  suffer,  becoming  thinner  and  wfta 
than  those  more  eqnablj  supplied  with  blood. 

£i.  Baxk  blood  bullie  with  capiular  detachment* 

Now  and  again  the  operator  will  meet  with  a  blood 
blister — the  capsule  being  raised  from  the  cortex  by  a 
collection  of  dark  fluid  blood  and  urine.  I  eonaidered 
at  first  that  this  was  doe  to  the  roughness  of  mj 
manipulation,  but  I  have  met  with  it  in  cases  of  movable 
kidnejTj  and  have  noticed  it  before  I  have  commenced  to 
separate  the  organ  from  its  bed.  I  have  also  found  ii 
present  in  cases  of  inflamed  fixed  kidney,  where  it  would 
seem  that  the  blood-supply  has  been  damaged. 

I  have  usually  found  it  towards  the  lower  pole  of  the 
organ,  but  it  may  be  quite  extensive  and  embrace  half  or 
nearly  all  the  gland.  On  tearing  the  detached  capsule 
and  sponging  off  the  bloody  the  surface  will  be  found 
coarsely  granular,  and  perhaps  with  scars  of  commencing 
interstitial  change.  I  believe  in  every  case  in  which  I 
have  noticed  this  detachment  of  capsule  vrith  blood 
between  it  and  the  cortex,  that  the  vessels  have  been 
intermittently  stretched,  and  the  tissue  of  the  gland, 
especially  the  cortex,  affected.  No  kidney  with  this 
condition  has  appeared  to  me  healthy  ;  in  all  I  hare 
noticed  some  local  inflammatory  change  (local  interstitial 
nephritis)  which  ultimately  might  lead  to  scarring. 

The  remaining  items  of  the  group  need  not  detain  od 
here.  Pain  in  the  kidney,  witli  hfematuria,  is  amouj? 
the  characteristic  and  most  frequent  symptoms  of  renal 
carcinoma,  stone,  and  tubercle.  The  value  of  ureteric 
meatoscopy  in  stone  and  tubercle  of  the  kidney  is  of 
suflScient  importance  to  necessitate  a  separate  chapter 
being  devoted  to  each,  whilst  the  cystoscope  in  renal 
carcinoma  with  pain  and  tumour — for  the  latter  is  gene- 
rally present  with  the  former— is  not  of  much  value. 


CHAPTER   XXIL 

THE     VISUAL     CHANGES     IN     THE     URETEBIC     ORIFICE     AND    ITS 
EFFLUX   WHICH    MAT    BE    CAUSED    BT    A   RENAL   CALCULUS. 

Fob  the  sake  of  clearness  of  description  it  will  be  as 
well  to  divide  this  subject  into  three  separate  sections. 

1.  The  aspect  of  the  vesical  orifice  of  the  ureter  of  a 
kidney  in  the  pelvis  of  which  a  stone  is  imprisoned. 

2.  The  aspect  of  the  orifice  of  the  ureter  along  which 
a  stone  is  descending. 

3.  The  aspect  of  the  orifice  of  the  ureter  in  which  a 
stone  has  become  arrested  in  transit. 

1.  The  Ureteric  Orifice  in  Imprisoned  Pelvic  Stone. 

When  a  stone,  whether  of  the  oxalate  or  urate  type,, 
has  formed  in  the  pelvis  or  some  deep  calyx  of  a  kidney, 
it  does  not  manifest  its  presence  at  first  by  any  charac- 
teristic visual  changes  in  the  ureteric  orifice.  In  a  very 
few  instances  when  the  stone  is  small  and  crystalline  sur- 
faced, no  other  symptom  may  be  present  beyond  an  inter- 
mittent "  symptomless ''  haematnria.  No  pain  is  felt  by 
the  patient  as  a  guide  to  the  organ  affected,  and  in 
these  instances  the  efflux  of  blood  from  the  ureter  is 
of  course  readily  detected,  and  the  site  of  the  disease 
is  as  readily  diagnosed.  Such  a  kidney  will  frequently 
secrete  very  rapidly  during  the  occurrence  of  the  haemor- 
rhage, and  the  jets  will  issue  from  the  orifice  one  after 
another  in  rapid  succession — an  activity  which  is  pro- 
bably characteristic  of  a  reflexly  irritated  kidney.  But 
beyond  this  intermittent  haematuria  and  the  hyper- 
secretion   when    the    bleeding    is    present,    there    is   no 
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change  in   tlie   contour  or  aspect   of   the    ureteric  '>^'*^'- 
to   mark    the   presence   of    a   small    crystalline    sm 
stone  imprisoned  deep  in  the  renal  pelvis. 

If  J  however,  the  stone  does  not  find  its  TFay  alon^  i. 
ureteTj  three  groups  of  sequential  chatig-es  may  occtir  its 
process  of  time  in  the  renal  pelvis  and  gland  tissue. 
These  mark  the  three  grades  in  the  destructive  e£Fect«  d 
renal  stone,  and  each  grade  may  posmhly  *  cause  in 
alteration  in  the  contour  and  appearance  of  the  c^>n*- 
sponding  ureteric  orifice.      Thus  : 

A.  Dilatation  of  the  renal  pelvis  by  a  calculus  ob- 
structing the  outlet  is  sometimes  accompanied  by  aD 
apparent  elongation  of  the  corresponding  ureteric  orifice 
and  by  a  congestion  of  its  lips. 

B,  Calculous  pyelitis  of  the  alkaline  t^^De  produces  a 
characteristic  scald-like  erosion  and  blush  of  the  ureteric 
orifice,  a  condition  which  may  subsequently  g^ive  place 
to  cicatricial  warping  of  the  opening, 

c.  Entire  cessation  ot  the  life  of  a  kidney  affected  bv 
calculous  pyelitis  is  marked  by  '^  holing  '*  of  the  oriiict 
and  a  ureteric  efflux  of  solid  or  semi-solid  pus. 

These  three  changes  in  the  appearance  of  the  orifice 
and  in  its  efflux  seem  to  me  to  be  of  so  much  import* 
anc©  in  operative  interference  upon  the  kidney  and  in 
the  diagnostic  prognosis  of  the  renal  condition,  that  1 
venture  to  remark  upon  them  in  detail. 

•  I  Bay  possifeljf,  f or  it  is  not  by  any  means  contended  that  the  uivt«rir 
•orifioe  alwii\f$  dtanges  wlien  a  stone  forme  in  tlie  corresponding^  kldsi^^ 
It  ifl  merely  stated  that  anch  Aoq^  occur  in  a  fair  proportion  of  ctiaee,  aa4 
that  this  proportion  is  large  enough  t<i  warrant  the  cysto«copic  exami- 
nation, and  the  inferential  auspicion  that  stone  is  present  if  such  cJiangw 
are  found  with  other  clinical  symptoms  of  the  disorder, 

InsianctB  in  ichich  n<y  orificial  chantfei  eTisted, 

1.  (Miss  E— ,  voL  V.  91.)— I  removed  a  large  branched  aseptic  pho** 
phatic  calculus  from  the  left  kidney.    There  woa  no  pyelitis;  neii 
ureteric  orifice  waa  abnormal. 

2.  (Mr.  L — J  voL  V,  M,) — An  adherent  oxalate  in  left  pelvis ;  no  xa^ 
teric  change. 

3.  (Rev.  P.  E^,  vol.  r,  360.)— A  soft,  small,  whitish  oxalAte  in  pelvii ; 
no  change* 
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A.  BilatatioB  of  the  Pelvii  of  the  Kidney  hj  Stone  may 
produce  an  Apparent  Elongation  in  the  Ureteric  Orifice 
by  causing  Tenons  Congestion  of  the  Lips  (cf.  p.  350), 

Cystoscopy. — The  urine  can  generally  be  cleared  by 
Contrexeville  or  Kroneiiqnelle  water^  and  the  bladder, 
with  the  exception  of  a  marked  injection  of  the  trigonal 
and  post-trigonal  vessels,  will  appear  healthy.* 

On  contrasting  the  two  nreteric  orifices  it  will  be 
noticed  that  the  one  which  con'esponds  to  the  affected 
kidney  appears  elongated  ;  the  opening  is  no  longer  a  tiny 
slit,  but  a  furrow.  The  lips  have  not  the  slight  pink 
blush  of  health,  but  are  of  a  colour  duller  and  darker 
than  that  marking  the  buccal  mucous  membrane.  Tliey 
are,  moreover,  swollen  (Plate  XXI,  fig.  a).  The  novice 
might  conclude  that  this  condition  represents  a  dilated 
ureteric  orifice,  and  argue  therefrom  that  the  entire  ureter 
corresponds  in  size  and  colour-change  to  the  opening. 
This  is  not  so.  If  an  ordinary  ureteric  catheter  is  p»ssed 
into  such  a  ureteric  oritieo  through  an  npen  tube  by 
Kelly's  method^  it  will  fit  the  orifice  snugly^  and  demon- 
strate that  the  lips  alone  are  changed  by  congestion,  and 
that  the  vesical  part  of  the  ureter  is  not  dilated.  This  is, 
of  course,  presuming  that  no  calculus  has  travelled  along 
the  tube*t  Moreover,  if  in  a  case  of  elongated  ureteric 
orifice  the  ureter  be  expi*sed  in  the  loin,  lightly  stripped 
of  its  fat,  and  examined  by  means  of  a  strong  head-lamp^ 
but  little  change  from  its  normal  size,  colour,  or  shape 
will  be  detected. 

The  rule  is  this :  the  lips  of  the  ureteric  orifice  become- 
passively  congested  and  swollen  with  some  interference  of 

*  In  thjree  or  four  of  my  cAses  that  curiouB  and  rare  adenoid-like 
appearance  waa  met  with.  I  have  prurioualy  remarked  upon  this 
l^ondition  (p.  IIS),  and  snrmiBed  that  it  may  tie  evoked  by  irritation  of 
the  urine »  but  it  is  ndther  chatucteriertic  nor  common. 

t  If  a  calctUua  has  travelled  along  the  tnbe  the  orifice  may  be 
stretched*  and  very  frequently  looka  larger. 
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the  ureteric  venous  supply.*  Hence  the  apjtarenl  eloagTi- 
tion  of  tlie  orifice  itself. 

The  extent  to  which  the  farrow  of  the  orifice  is  elcm* 
gated  is  no  index  to  the  degree  of  dilatation  of  the  rensl 
pelvis.  Tliat  is  to  say,  a  very  elongated  orifice  does  not 
necessarily  indicate  marked  hydronephrosis  or  hydro* 
ureter. 

It  will  be  observed  there  is  no  assumption  of  diagiiiw 
here  as  to  the  cause  of  the  dilatation  of  the  renal  peliii^ 
for  this  condition  of  the  orifice  is  seen  in  various  obstruc- 
tive diseases  of  the  ureter,  bladder,  and  urethra.  Tlie 
presence  of  calculus  must  be  established  on  clinical  and 
radiogTuphic  grounds,  but  it  gives  us  a  clue  to  the  side  on 
which  trouble  exists  if  tlie  stone  be  latent,  and  an  idea  of 
the  commencing  dilatation  of  the  peh^is  if  stone  is  known 
to  be  there. 

If,  uo^v-,  renal  pain  suggestive  of  calculus  be  complained 
of  J  and  a  marked  elongation  of  the  ureteric  orifice  be 
noted  on  the  same  side,  we  have  gocxl  reason  to  advise 
renal  exploration,  even  though  the  urine  be  clear  anil 
other  symptoms  of  stone  be  absent,  for  dilatation  of  the 
pelvis  is  usually  the  first  step  in  the  series  of  destructite 
changes  which  are  set  up  by  the  presence  of  stone  in  Uu? 
renal  pelvis.  It  should  therefore  be  a  distinct  indtcation 
(prophylactic)  fur  tlie  removal  of  the  offending-  body. 

The  following  obscure  case  was  under  the  care  of  Mr. 
Gilford,  of  Reading,  to  whom  I  am  indebted  for  a  rerr 
accurate  histury  : 

A  little  hoy,  R.  M— ,  set.  7 J,  with  a  family  history  of  phthisis^ 
the  motbei-  had  be«n  operated  on  for  a  tuberculous  tumour  of  I  be 
breast  (Targett),  and  an  oncle  had  recently  died  of  joint  tuber- 
culosis — began  to  pass  blood  with  his  urine.  On  two  or  ilu^v 
occasions  the  blood  was  sufficient  in  quantity  to  f^iTe  a  r«ddisl] 

*  Where  the  exact  interruption  is  I  cannot  say.  It  tony  he  uk  ik^ 
course  of  tlie  ureter,  and  often  is  ao,  I  Iwliove,  in  ftuiialea,  l>ut  aa  it  tnoit 
fi*equently  accompanieB  disease  or  dilatation  of  the  renal  {>elvis  I  hxik 
upon  the  congestion  as  analogous  in  its  multi- causation  to  rectal 
piles. 
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colour  to  the  unne,  but  &3  a  rule  it  was  scanty,  and  could  only  be 
detected  by  aid  of  the  microscope.  No  other  symptom  was  noticed, 
Gi-adiiallj,  quantities  of  granular  debris  mlzed  with  pus  and  blood 
appeared  in  the  8f?cretioD,  and  tubercle  bacilli  were  reported  to 
have  been  found.  On  these  grounds,  and  because  of  his  wasted 
appearance  and  his  family  history^  the  case  was  suspected  to  be 


Fta.  133. 


SkiagTam  of  stones  lemoTed  from  patient  £.  L — ■, 
densities. 


tuberculosis,  but  no  subjective  symptom  enabled  the  disease  to  be 
located.  The  diagnosis  of  tulierculosis  was  confirmed  by  a  well- 
known  hospital  physician  in  London. 

After  eighteen  months  I  was  asked  to  cystoscope  the  bladder  in 
order  to  ascertain  the  source  of  the  symptomless  pyuria.  I  found 
the  bladder  healthy  and  free  from  tubercle.    The  right  ureteric 


454 


ELECTRIC-LIGHT    CYSTOSCOPV. 


onfice  was  elongated  and  congested ;  no  efflux  was  noueed.  Tm  \ 
left  wua  bealthy,  I  diagnosed  latent  stone  in  the  right  kidlief*, 
Radiography  showed  four  stones  in  the  right  kidney  (Plate  XXII^ 
I  removed  four  (Fig,  133).  The  kidney  was  free  from  tub^ck. 
w&s  hoUowed^  and  the  pelyis  was  dilated.  The  point  of  the  Ivftfil 
stone  had  dropped  like  a  nose  on  to  the  pelvic  oriBce  of  the  uieUfV ' 
and  had  induced  dilatation*  The  boy  recovered,  and  has  been  »^ 
since. 


Now  there  was    nothiiig    in    this    case     to    locate' 
kidney  as  the  cause  of  the  pyuria  except  the   cystos 

It    might    be    argued    that    the    radiography    deutoa 
fitrated    the    atones.      True,  Lut  radiography"  is    not  Ji 

infalhble.      Here  is  a  case  in  point  : 

G,  K — ,  a  hoy  ret.  Ill,  a  patient  sent  by  Dr.  MacMunn,  bad 
noticed  to  be  passing  puriform  urioe  painleaslj.  Ko  evidence  codU 
be  obtained  of  the  source  of  the  pus.  He  was  eent  to  me  Ur 
diagnosis.  No  tubercle  could  be  found  in  the  urine.  Two  r*^ 
graphs  of  the  kidney  were  taken  but  without  result,  and  yei  the 
boy  was  thin,  and  apparently  a  capital  subject  for  the  X  ray. 

On  cystoscopy  I  saw  the  left  iH-etenc  orifice  was  decidedly  t^ 
noiiual;  it  was  more  open  than  natural.  The  lips  formed  an  wfii 
which  was  bridged  by  a  central  adhesion.  There  was  no  efflux,  bot 
pressure  on  the  loin  caused  the  orifice  to  gape.  The  left  oreienc 
area  of  the  bladder  was  distinctly  granular  and  spongy.  The  othm 
ureteric  orifice  was  healthy,  and  so  was  the  rest  of  the  biadd#r* 
Although  the  left  renal  region  was  not  tender,  and  no  tumour  i 
be  discovered,  yet,  relying  on  the  cystoscopy,  I  cut  on  to  tbe 
kidney  and  found  the  pelvis  dilated,  the  kidney  much  atropbte 
and  an  adherent,  smooth  oxalate  stone,  the  size  of  a  big  che 
atone,  lay  at  the  pelvic  orifice  of  the  ureter.     The  boy  recoT€ 

B.  Chronic  Calculous   Pyelitis   (of  the  Heutral   or    All 
Type)  produces  a  SweUing  and  a  Scald>like  Erosion 
the  Ureteric  Lips,  and  a  Eeddening  of  the   ImmediAlft 
Area  aronnd. 

The   stage   in  which   the    iniprisoned   calculus    indnc 
alkaline    pyelitis    is    generally    characterised   by    marke 
changes  in  the  orifice  of  the  corresponding  ureter,  chani 
which  are  manifestly  due   to   the   pas.sage   over    them 
caustic  purifornt  urine.      This  alteration  is  some  index 
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an  exceedingly  thin  layer  of  mucus,  like  candle-wasr.  The 
urethral  orifice  of  the  bladder  is  swollen,  gelatinous,  and 
translucent. 

All  these  basal  changes  point  to  the  irritation  of  pye- 
litic  urine  iliffused  over  the  lowest  area  of  the  bladder,  not 
concentrated,  as  it  is  upon  the  lips  of  the  affected  ureteric 
orifice.  The  cy stoscopist  will  find  these  changes  are  often 
related,  clinically,  to  bladder  irritability  and  scalding  on 
urination. 

Mr.  H— ,  aet.  40»  sent  by  Mr,  Braine.  Maternal  history  of 
phthisis.  Ffttieut  has  had  fixed  pain  in  left  kidney  for  twelve 
years.  Ho  lias  had  exacerbations  four  times  a  year,  but  is  not 
sick  with  the  attack,  hying  on  the  left  side  relieves  absolutely; 
caiinot  lie  on  right.  No  f requencj  of  urination ;  no  pain  in  con- 
nection with  mictuntion. 

Urine  1014,  pyelitic,  acid.  A  left  renal  swelling  detected  in  left 
loin. 

CyBio»copy, — Left  ureteric  oiufice  large,  lipa  much  swollen ;  orifice 
a  crenaled  hole^  lower  edge  slightly  itlcerated.  From  this  opening 
an  occasional  stream  of  puriform  urine  issues,  Base  of  bladder  and 
right  ureteric  orifice  a  little  swollen, 

Diaf/nomU, — Dilated  left  renal  pelvis .  Left  pyelitis.  Incarcerated 
calculus  in  left  kidney. 

Operaiion* — The  left  kidney  was  lai'ge.  It  was  sacculated  and 
contaiwed  much  pus,  and  in  the  pelvis  was  a  large,  fixed,  hi-anched 
atone.  It  was  removed.  The  patient  healed,  and  reported  later  on 
as  well. 

I  may  here  digress  in  order  to  add  that  in  one  case  of 
nephropexy  I  unwittingly  induced  all  these  appearances 
by  setting  up  a  descending  ur**teritia. 

A  girl,  set.  20,  was  brought  to  me  with  a  tender  movable  left  kidney. 
I  stitched  it  up  with  two  catgut  strands  in  the  usual  way.  The 
patient  passed  blood  during  her  convalescence,  and  complained  of 
much  kidney  pain,  I  sent  her  to  the  sea-side,  but  she  returned 
paesini,'  pus,  blood,  and  pbospbatic  material  in  her  urine,  and  com. 
plainiug  of  much  bladder  distress. 

I  examined  with  the  cystoscope,  and  saw  the  left  ureteric  orifice 
buried  in  a  pink  gelatinous  mound  of  cedematous  mucous  mem* 
brane.  The  surface  of  this  mound  was  supei*ficially  eroded,  and 
from  the  orifice  huug  a  thick  tape  of  mnco-pus.    Behind  this  again. 
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on  tbe  bladder  wall;  was  a  distinctlj  nlcerated  surface  the  eize 
of  a  lentil.  Was  this  a  stone  descending,  or  was  it  pjeJitia?  I  cat 
down  upon  the  kidnej  and  foand  that  one  of  mj  ligatures  (catgni), 
which  I  had  nsed  to  anchor  the  kidney*  had  been  inadirertentlj 
passed  through  one  of  the  lower  calyces  of  the  kidney*  The  irrita- 
tion of  this  non-absorbed  ligature  had  induced  descending  pyelitis. 
I  cut  the  strand  and  pulled  it  out.  Notbin^  move  was  done.  All 
the  iymptoms  of  bladder  dialress  and  of  renal  pain  disappeared,  and 
the  urine  hecaoie  normal. 

(h)  A  Severer  Grade, — As  the  grade  of  the  pyelitis 
increases  in  severity  the  secretion  of  the  kidney  diminishes ; 
it  becomes  more  alkaline  or  even  septic,  and  of  a  fishy 
smell,  and  the  ureteric  orifice  suUers  more  acutely  in 
consequence. 

The  ureteric  lips  thicken,  become  more  eroded,  or 
nlcerated.  They  may  even  be  rolled  ont  by  ureteric 
9pBsm,  and  resemble  in  miniatnre  the  everted  anus  of  a 
home  during  defalcation.  A  slow  trickle  or  a  small  force- 
less stream  of  muddy  urine  issues  sluggishly  from  the 
orifice,  an  effort  which  may  not  be  repeated  for  many 
seconds,  but  the  opposite  kidney  is  now  active,  and 
repeated  streams  of  glycerine-like  urine  issue  from  the 
opposite  healthy  ureteric  mouth. 

That  part  of  the  interureteric  bar  upon  which  the  dis- 
eased ureteric  orifice  opens  becomes  upraised  (?  hyper- 
trophy from  repeated  spasmodic  efforts).  The  mucous 
membrane  covering  it  is  patched  with  small  deep  red 
extravasations,  or  the  whole  ureteric  area  may  acquire  the 
aspect  of  eczema  rubrum. 

In  a  few  instances  small  grape-like  bodies  (distended 
glands)  appear  in  clumps  in  front  and  at  the  side  of  the 
orifice.  This  condition,  I  believe,  serves  to  indicate  the 
extent  to  which  the  pyelo-nephritis  has  crippled  the  renal 
tissue. 

The  trigone  is  more  congested,  more  swollen,  and  more 
gelatinous  than  in  the  milder  grude* 

Mn,  X.  L— ,  a  patient  of  Mr.  H.  R.  Townsend  and  Dr.  P.  T. 
Creinen,  of  Cork.    In  September,  1900,  this  ladjr  had  a  sadden 
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and  apparently  causelees  attack  of  fever,  accompanied  bj  pain 
inside  tiio  anterior  superior  iliac  Bpine  of  the  right  Bide,  and 
pus  appeared  in  the  urine.  It  subsided,  but  she  bad  rigors  at 
OhristmaB,  accompanied  by  pain  and  difficulty  in  uiination*  A 
succession  of  rises  of  temperature  ensued,  each  rise  being  heralded 
by  the  urine  becoming  clear,  the  temperature  falling  when  pus 
reappeared* 

The  irritability  of  the  bladder  varied  with  the  pus,  being  most 
marked  when  the  pus  was  abundant.     Urine,  ap.  gr.  1006. 

It  was  elicited  in  cross- examination  that  she  had  suffered  from 
pain  in  the  right  loin  and  over  the  appendix  twelve  years  ago,  bnt 
latterly  had  not  noticed  any  pain  in  these  regions.  No  tenderness 
or  swelling  found  on  palpating  right  renal  area.  The  diagnosis  1 
received  was  **  calcv^lous  pyelitis." 

Cystoscopy, — Greater  part  of  bladder  healthy.  The  orifice  of 
iTght  ureter  elongated  and  lips  swollen.  Lower  lip  so  denuded  of 
epithelium  as  almost  to  amount  to  an  ulcer.  A  forceless  tricklet 
of  muddy  urine  issued  from  orifice.  Bight  limb  of  inter  ureteric 
bar  thickened.  Right  ureteric  area  patched  with  extravasations. 
The  left  uret^^nc  orifice  healthy  and  sma!!,  although  the  lipa  were  a 
little  puffy,  participating  in  the  swelling  of  the  base.  Trigone  and 
urethral  orifice  much  reddened  and  swollen. 

Diagnosie  given, — 1.  Dilated  pelvis*  2.  Stone  in  infiamed  right 
renal  pelvis.  Descending  puriform  urine  eroding  lower  lip  of  right 
ureteric  orifice,  causing  hypertrophy  (?)  of  bar  and  patched  extrava- 
sation of  ureteric  mea.    3.  Right  kidney  secreting  indifferently. 

Operation. — Fatty  capsule  of  kidney  very  adherent.  Kidney  white 
in  parts ;  pelvis  dilated.  A  pure  oxalate  of  lime  stone  of  a  tri- 
angular shape  filled  the  pelvio  cavity,  and  the  projecting  nose 
occupied  the  pelvic  orifice  of  the  ureter.    Patient  recovered. 


LI  was  asked  by  a  colleague  to   cystoscope  a  thin,  cadaverous- 
looking  male  patient,  tet.  45.     A  large  tumour  was  felt  in  the  left 
renal  region.     There  was  much  frequency  of  micturition,  the  act 
being  accompanied  by  pain.     No  genital  tubercle. 
There  was  a  history  that  he  had  had  intermittent  ha&matnria 
from   boy   to   manhood.     Urine  neutral    or  alkaline,   101 S — 1020. 
Pus,  no  tubercle  bacilli. 
Cystoscopy,  —  Bladder  dark    (light-absorption   dne  to  epithelial 
change).     Left   ureteric  orifice  everted  like  a  borse*8  anus.     The 
everted  mucous  membrane  was  ulcerated.     Patched  extravasation 
in  left  ureteric  area.     Small  cyst-like  bodies  singly  and  in  groups 
to  the  outer  side  of  orifice.     Right  ureteric  orifice  healthy. 
L  ^      m k^ 
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Operaiion, — Mr.  Opensbaw  cut  into  the  kidney,  which  was  a  thin- 
walled  sac.  A  quarry  of  rough  phosphatic  stones  found  and  re- 
moved. One  large  black  eroded  stone  lay  in  the  pelvis  over  the 
pelvic  mouth  of  the  ureter.    Patient  recovered. 

(c)  The  Severeift  Grade. — As  time  progresses  the  grade 
of  the  pyelitis  becomes  increasingly  severe,  and  the 
severest  form  finds,  I  believe,  its  best  illustration  in 
women,  and  especially  in  those  who  have  a  family  history 
of  tuberculosis.  The  irritative  action  of  the  descendinjLr 
acrid  puriform  urine  is  no  longer  confined  to  the  ureteric 
orifice  of  the  stone-bearing  kidney  ;  it  affects  the  entire 
bladder.  The  coats  of  the  \nscus  become  deeply  inflamed, 
they  then  thicken,  and  finally  contract.  The  capacity  is 
therefore  ultimately  much  diminished,  and  though  the 
stone  may  be  removed  from  the  kidney,  and  even  the 
kidney  excised,  yet  the  recovery  of  the  bladder  is  tardy 
and  sometimes  never  attained. 

Cytftoscopy. — The  lips  of  the  affected  ureteric  orifice  are 
dark  red  and  ulcerated.  The  orifice  is  wide  and  gaping, 
the  area  around  much  reddened  and  swollen ;  the  mucous 
membrane  of  the  entire  bladder  is,  moreover,  so  altered 
as  to  assume  the  appearance  of  chronic  contracting  cystitis, 
marked  by  recurrent  attacks  of  acute  inflammation. 

The  efflux  from  the  diseased  ureter  is  slow,  forceless, 
and  thick ;  it  is  white,  even  yellowish  in  colour. 

Mrs.  P — ,  8Bt.  32,  came  under  my  care  at  St.  Peter's  Hospital, 
suffering  from  extreme  pain  and  irritability  of  the  bladder.  Her 
history  was  as  follows  : 

From  childhood  until  three  years  ago  she  has  had  occasional  severe 
pain  in  her  right  loin.  This  pain  came  on  suddenly,  lasted  a  few 
hours,  and  was  accompanied  by  vomiting.  There  was  never  any 
hsematuria. 

Three  years  ago  the  urine  became  thick  (pus),  and  the  pain  in 
the  right  kidney  subsided,  and  has  since  nearly  disappeared. 

Her  chief  complaint  now  is  that  day  and  night  she  has  to  pass 
urine  every  twenty  to  thirty  minutes.  There  is  much  scalding, 
great  difficulty  and  straining  in  the  act.  Urine  1010,  acid.  No 
casts,  no  tubercle  bacilli,  but  pus.  There  is  a  family  history  of 
phthisis  and  kidney  disease. 
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Ctjstoscojyy, — The  rigbt  ureteric  orifice  was  widely  open,  and  I 
could  have  tbrust  a  lead  pencil  mto  it,  but  it  was  Bmooth  and 
nou-iniiltrated.  The  area  around  was  imicb  swollen  and  ulcerated, 
and  of  a  bright  red,  like  the  peeled  and  peeling  patches  of  eczemu 
rubrum.  The  left  ureteric  orifice  was  also  patent  and  *^  holed," 
half  the  size  of  the  right.  The  trigone  and  the  base  of  bladder 
were  greatly  inSamed  and  ulcerated  in  one  part.  The  rest  of  the 
bladder  was  much  congested  and  thickened,  aud  it  held  with 
difficulty  two  or  three  ounces  of  medium. 

Extract  from  notes. — **  I  thought  there  might  be  stone  in  the 
right  kidney*  bat  that  it  was  much  diseased  as  well,  also  that  the 
left  kidney  had  commenced  to  give  way,  and  I  did  not  therefore 
care  to  interfere  if  I  could  not  nephrectomise.  I  was  much  biassed 
by  the  family  history  of  tuberculosis." 

She  was  much  xuiproved  by  her  stay  in  the  hospital,  and  the  pus 
diminished  greatly.  Feeling  sure  I  had  erred,  1  kept  in  touch  with 
the  patient  through  the  courtesy  of  her  doctor,  Mr,  Garneys  Wales 
of  Downham  Market.  He  had  always  expressed  hie  belief  that 
stone  existed,  and  that  something  might  be  done  to  relieve  the 
patient. 

After  two  yeai's  she  came  temporarily  under  the  care  of  Dr* 
Powell,  of  Bi'ighton,  who  X-rayed  her,  and  said  the  right  kidney 
conld  be  operated  on.  The  patient  returned  to  me*  Her  sufferings 
were  extreme.  Every  few  minutes  she  strained  to  relieve  herself  of 
urine,  every  act  being  accompanied  by  severe  meatal  and  perineal 
pain.  On  examining  with  the  cystoscope  I  found  the  ureteric 
orifice  had  exactly  the  same  appearance  as  when  seen  two  years  ago, 
but  I  now  recognised  in  it  a  condition  which  1  had  since  become 
familiar  with,  us  typical  of  severe  calculous  pyelitis  with  consecutive 
ulcerative  cystitis.  I  therefore  performed  nephrolithotomy  in  the 
hopes  that  the  removal  of  the  etone  would  cure  the  bladder  pain« 

I  removed  a  large  bninched  uric  acid  calculus  from  the  right 
kidney.  The  wound  in  the  loin  quickly  healed,  but  her  symptoms 
were  not  much  ameliorated.  The  right  ureteric  orifice  was  round 
and  patulous,  but  pus  oozed  from  it  in  plugs.  I  therefore  performed 
right  nephrectomy,  after  satisfying  myself  that  only  pus  came  from 
the  right  renal  pelvis.  Even  this  did  not  cure  her,  though  her  pain 
was  certainly  abated^  but  it  will  be  seen  from  her  letter  lately 
received  that  her  sufferings  are  still  great.  **  Sharp  pain  is  decidedly 
better,  but  the  frequency  is  no  better  yet.  I  cannot  retain  tnj  urioe 
any  longer  than  a  quarter  of  an  hour,  and  then  I  have  a  lot  of  that 
smarting  and  bui^ning  pain  while  passing  urine,  .  .  .  When  I  get  a 
bit  tired  this  other  kidney  aches  a  good  bit,  otherwise  I  feel  better 
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in  mj  general  health,  and  keep  about  all  day,  but  I  do  omij  very 
light  work.  If  I  coald  but  get  the  bladder  stronger  and  the  fre- 
qaencj  better,  I  conld  bear  the  pain,  as  it's  not  nearlj  so  intense 
aa  it  used  to  be,  bat  the  frequency  is  just  as  bad  at  night  as  during 
the  day,  and  so  I  get  no  proper  rest  with  it." 

CUmcaL — The  severer  forms  of  calculous  pyelitis  are,  I 
believe,  always  accompanied  by  bladder  suffering,  the 
acutenes^s  of  which  will  depend  on  the  duration  and  grade 
of  the  pyelitis,  but  the  essential  cause  lies  in  the  condi- 
tion of  the  vesical  orifice  of  the  ureter.  In  the  severer 
forms  marked  frequency  of  micturition  (diurnal  and  noc- 
tomal)  will  be  complained  of,  and  scalding  and  pain  will 
be  experienced  in  the  urethra  during  and  after  the  act. 
The  actual  suffering  varies  according  to  the  decomposition 
of  the  urine.  In  rare  instances  women  suffer  pain  at  the 
upper  part  of  corresponding  buttock.  Blood  is  only  seen 
after  exercise  or  severe  exertion,  and  this  will  emanate 
from  the  kidney. 

It  is  interesting  to  note  that  the  vesical  irritability  is 
affected  in  some  cases  of  ulcerated  ureteric  orifice  by  pos- 
ture in  sleep.  If  the  patient  lies  on  the  affected  side,  the 
irritability  of  tlie  bladder  at  night  is  much  more  marked. 
In  fact,  I  look  upon  this  sign  as  characteristic  of  an 
ulcerated  orifice,  or  a  rawness  in  the  circumureteric  area 
(cf.  page  210). 

It  is  also  noticeable  that  as  the  pyelitis  increases,  and 
the  bladder  symptoms  become  more  pronounced,  the  renal 
pain,  which  has  been  so  long  a  feature  of  the  case,  sub- 
sides, and  may  even  he  forgot ttn.  This  latter  fact  is  very 
misleading,  for  a  practitioner  summoned  to  the  case  in 
what  may  be  termed  the  bladder  stage,  has  his  attention 
more  especially  drawn  to  the  vesical  distress,  and  neglects 
to  ask  for  a  history  of  loin  pain. 

One  word  as  regards  sex.  Women  undoubtedly  suffer 
more  frequently  and  more  se%^erely  from  large  renat 
calculi.  Some  compensation,  however,  lies  in  the  fact 
that  they  are  more  easily  and  surely  radiographed,  and 
much  more  easily  operated   upon,  for    renal    surgery  in 
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women  hardly  ever  presents  any  operative  difficulty 
the  mention. 

An  Eifjyecml  Dlfficnltt/, — An  especial  difficulty  nccu 
women  in  deciding  between  advanced   calculous 
anfl  vfry  chronic  reno-vesical  tuberculosis. 

There  is  much  similarity  between  the  clinical  svfrv 
and   cystoscopic  features  of    these   diseases.       Both 
diurnal  and  nocturnal    bladder   distress.       In    both 
may  be  renal   swelling   and  evening  temperature. 
affect  the  ureteric  oritice  and  surrounding  bladder  su 
in  much  the  same  way. 

There  are  a  few  ]ioints  which  may  serve,  howev 
distinguish  them.  There  in  usually  along-  history  (y 
of  rt*nal  pain  with  renal  calculus  and  years  of  pus*fre« 
nrincj  and  the  bladder  distress  usually  conies  on  after  du 
appearance  of  the  pus  in  the  urine.  The  renal  pain  ii 
tuberculosis  is  of  shorter  duration  (one  to  two  yearB),  th 
bladder  being  implicated  early.  The  urine  is  nearlj 
always  puriform  in  tuberculosis  from  the  onset,  and  fre- 
quently tubercle  bacilli  are  discovered  in  it.  UnfortO' 
nately  the  bacteriological  research  may  be  neg'ative  h 
tubercle  and  radiography  negative  in  stone,  so  that  tl 
important  to  attempt  a  cystoscopic  differentiation. 

The  cystoscopic  points  which  I  rely  upon  are 
following  : — The  ureteric  oriiice  in  calculous  pyelitis  is  not 
a  thick-edged,  sharply  cut  hole  as  in  tubercle.  I  hafii 
never  seen  it  dragged  out  of  its  position  in  the  trigonejfl 
in  tubercle.  Both  ureteric  orifices  are  never  patchec^i 
calculous  pyelitis  with  extravasations  as  they  are  in  tubercle, 
Tlie  entire  surface  of  the  bladder  in  calculous  pyelitis 
never  shows  the  extensive  red-edged  surface  ulcerations 
with  healthy  white  intervening  areasj  nor  the  pinched-up, 
rose-red,  granulation-covered  patches,  as  it  does  in 
tubercle.     I  allude  to  this  subject  later,  page  488, 

In  men  with  genital  evidence  of  tuberculosis  pi 
of  course,  an  easy  differential  diagnosis  is  to  hand. 
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c.  The  Kidney  becomes  fonctionally  Useless,  the  Stone 
being  still  imprisoned. 

Sooner  or  later  the  pyelitic  inflammation  invades  the 
parenchyma  of  the  gland,  and  pyramid  after  pyramid 
becomes  useless. 

If  the  ureteric  channel  remains  open  the  kidney  becomes 
fixed,  it  is  retracted  upwards,  and,  in  course  of  time, 
ceases  its  secretory  work.  Not  infrequently  the  pain 
subsides  in  the  kidney  as  the  organ  becomes  fixed.  Pain 
may  even  be  unmentioned  by  the  patient  unless  it  is 
elicited  by  cross-examination,  but  the  pus  or  muco-pus 
still  appears  in  the  urine. 

On   cystoscopy,    the  bladder  having  been  thoroughly 

Fia.  134. 


Cystoscopic  diagram  of  a  "  pipe  "  of  soft  putty-like  pus  being 
pressed  from  left  ureter. 

cleansed,  one  ureter  will  at  once  strike  the  observer  as 
being  abnormal.  It  is  no  longer  a  slit  or  a  furrow,  but  a 
small  round  hole.  The  edge  is  not  inflamed,  it  is  sharply 
defined.  Suddenly  there  will  be  seen  to  issue  from  it  a 
flat,  white  tape  of  pus.  This  will  come  out  quite  slowly  ; 
it  will  slide  down  the  slight  incline,  and  coil  on  the  post- 
trigonal  area  just  like  treacle  dropped  from  a  spoon  (Fig. 
134),  or  the  pus  may  be  stifFer  in  consistence.  It  will 
then  issue  solid,  like  a  macaroni   stick  appears   as   it  is 
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forced  througli  tbe  perforation  of  the  macaroni  maduacL" 
This  will   project  for  a  certain  length    and  then   qiiietk 
break  off ;   the  segment  will  now  slide    do\%Ti  on   to  ike 
bladder  base  to  be  rephiced  by  another    extruded  length 
The  efflux  soon  ceases,  and  may  not  be  repeated  for  a  short 
time.      Should  the  cystoscopist  note  the  hole-like  openhig 
it  should  receive  his  patient   scrutiny,    for    the  pus  hmt 
not  then  be  issuing.      The  semi-solid  or  solid  pus  denoto 
that  til  ere  is  no  urine,  but  that  the  pus,  being-  secreted  is 
the  pelvis,  is  being  forced  along  the  ureter  by  the  coihj 
traction  of  the  tube.      It  is  an   indication   that  prohablyl 
nothing  sliort  of  nephrectumy  %vil!    suffice,    for    the   glandJ 
if   it   be   infiamed   and   functionless,  is   of  no  use    to  tht^ 
patient,  but  is,  in  reality,  a  source  of  danger. 

The  macaroni  efflux  is  not  diagnostic  of  stone;  it  iftd 
merely  an  indication  of  old  pyelitis  with  a  functionlea^ 
kidney,  but  it  has  an  important  bearing  on  opei*ative  pro- 
cedure, for  if  the  stone  onb/  is  removed  the  suppuratiTtd 
pyelitis  will  continue,  the  loin  sinus  will  close  and  open! 
repeatedly,  or  remain  discharging  pus  freely-.  In  either] 
case  a  nephrectomy  will  have  to  be  cax-ried  out  sabse"! 
quently.  What  is  needed,  and  that  urgentlj^,  is  a  visual  I 
test  of  a  functionless  kidney.  Can  no  method  of  stainiflgl 
be  adopted  whereby  we  can  tell  a  function  less  kidnerl 
when  it  is  cut  into  ?  I  am  sure  some  at  least,  if  not  manV|l 
of  the  cases  of  long-continued  calculous  pyelitis  in  whickl 
we  encounter  thick,  large,  and  hard  kidneys  which  faaTt^l 
harboured  fixed,  branched  pelvic  stones  for  many  yeaiJ 
are  quite  deficient  of  all  renal  power.  The  interstitiatl 
tissue  is  well  nourished ;  they  bleed  on  section  ;  they  ia-l 
flame,  and  they  give  rise  to  severe  pain  w^hon  inflamed,  1 
but  they  are  useless.  It  might  be  contended  that  tlie  I 
ureter  catheter  affords  the  best  evidence  of  an  actittl 
kidney,  but  I  have  found  this  method  of  research  mis- 
leading. 

IlluHraiioiis  of  Solid  Pus  Effitiates, 

H.  B.  H=-,  a3t.  60,  was  brought  to  me  ia  1S97  by  Mr.  Stomiont 
Murray.      For   twenty-two  years   patient  liad   bad    pyuria   of  an 
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micertaiii  cause.  Latterlj  be  had  been  liable  to  recuiTent  attack e 
of  fever  with  rigors.     The  history  I  obtained  wa5=- 

In  1871  attacka  of  left  renal  colic. 

In  1873  passed  a  left  renal  nratic  calcnlna,  but  pain  continued  in 
left  kidney. 

In  1875  pynria. 

In  1878  a  prostatic  abscess  was  opened  by  the  late  Mr.  John 
Wood,  and  the  resultant  perineal  sinus  leaked  for  ten  years. 

In  1S81  pain  ceased  entirely  in  left  kidney;  no  further  symptoms 
except  constant  pyuria,  no  bladder  irritability  except  with  the 
feTers. 

I  was  quite  nnable  to  say  where  the  pns  came  from — whether 
from  an  old  prostatic  abscess  sac  or  left -sided  pyelitis. 

I  attempted  to  cystoeoope,  but  met  with  difficulty  at  the  prostate 
and  desisted.  Bepeated  rigors  ensued.  The  left  kidney  suddenly 
became  intensely  painful  and  swollen.  His  general  condition 
rapidly  deteriorated.  I  eystoscoped  again^  and  saw  a  small  round 
open  left  ureter  with  solid  pus  issuing  from  it.  I  cut  down  upon 
the  left  kidney,  found  it  hard  and  embedded  in  dense  adhesions 
and  toagh  fat«  opened  an  abacess  in  the  cortex,  found  a  fixed  pelvic 
atone  and  removed  it.  The  pyuria  at  once  lessened,  but  the  loin 
sinus  closed  and  reopened ;  feverish  attacks  ensued,  and  I  nephrec* 
tomised  with  considerable  difficulty.  He  healed,  and  is  now  in 
perfect  health. 

Cate  2, — W.  S — ,  SBt.  53,  waa  sent  ta  me  by  Surgeon-Major  John 
Smy the»  of  Mysore,  with  the  following  note : — "  Mr.  S —  has  suffered 
for  five  years  from  pyuria,  and  has  been  treated  to  death  for 
cystitis.  I  came  to  be  in  charge  of  him  recently,  and  finding  the 
so-calted  cystitis  painless  and,  indeed,  presenting  none  of  the  sym- 
ptoms of  genuine  cystitis,  I  examined  him  with  the  cystoscope,  and 
saw  the  pus  i&suing  from  the  left  ureter  and  nothing  coming  froai 
the  right.  The  left  kidney  is,  I  think,  slightly  enlarged.  In 
addition  to  the  pyuria  there  is  hematuria  on  exertion,  such  as  after 
a  game  of  racketa  or  a  ten-mile  walk.  What  the  cause  of  the 
symptomless  pyelitis  is  remains  to  be  seen.  I  suggest  stone.  He 
baa  been  twice  radiographed  negatively.  I  think  the  left  kidney 
should  be  explored." 

I  ascertained  that  the  patient  had  been  operated  on  for  stricture 
five  years  previously  when  on  a  visit  to  Ireland^ — that  he  could  pass 
Xo.  12  E,  that  the  pyuria  was  symptomless,  but  that  thei-e  was  a 
history  of  an  occasional  but  slight  pain  lately  in  the  left  side ;  that 
he  had  alept  latterly  on  the  left  side  to  ease  the  pain. 

31 


466 


ELECTEIC-LIGHT    CYSTOSCOPY* 


On  cyttoscopj  the  left  ureteric  orifice  was  tumid,  prolapeed^  and 

ridelj  dilated.    After  watching    it  some   seoonda    a   continuous 

defffication  of  a  thick  round  column  of  white  pus  took  place  rery 

■lowly.     The  reat  of  the  bladder  was  healthy,  the  right  nreteric 

orifice  but  small  and  red. 

On  exploring  the  left  kidney  the  perirenal  fat  was  found  much 
adherent,  an  ahacess  was  opened  in  the  cortex  of  the  tail,  and 
an  in-egular-abaped  stone  embedded  at  the  end  of  a  calyx  in  the  tail 
was  removed.  I  drained.  The  wound  healed  to  a  sinus,  whence 
day  by  day  for  months  thick  pus  issued,  but  no  urine.  I  therefore 
remoTed  the  kidney.     He  has  since  been  in  perfect  health. 

An  Espedal  Fullavy. — Tlie  cystoscopist  most  locate  the 
ureteric  ridge^  and  satisfy  himself  that  he  is  watching'  the 
ureteric  orifice,  and  not  a  sinus  opening  into  the  bladder. 
In  women  perivesical  abscesses  in  connection  with  the 
ovary  or  othc*r  pelvic  viscera  occasionally  burst  into  the 
bladder  by  small  openings,*  and  thick  pus  is  extruded  in 
a  macaroni  or  telegraph  tape  condition  from  the  mouth  of 
the  sinus,  exactly  in  the  same  way  as  that  issuing  frona 
the  ureteric  orifice  of  a  functionless  kidney,  the  subject  of 
chronic  calculous  pyelo-nephritis.  The  cystoscopic  differ^ 
eiice  in  iKckily  ii-eil  marked  when  the  kidney  has  become 
functionleas,  the  wave  of  acid  urine  has  ceased,  the  pus 
is  often  uuirritating,  and  the  ci re um ureteric  area  is 
therefore  coinparativelj  flat,  smooth,  and  healthy,  only 
the  orifice  is  rounded  and  patulous ;  but  in  those  cases  in 
which  an  abscess  outside  the  bladder  bursts  into  it  the 
mucous  membrane  around  the  sinus  is  remarkable.  It 
forms  large,  gelatinous,  purple  folds.  These  "  fixed,^* 
congested,  and  oedematous  ruga3  are  the  result  of  the 
proxiim'ty  of  the  extra-vesical  inflammation.  Between 
two  of  the  most  prominent  ruga?  the  tape  of  pus  issues. 
These  artificial  openings  are  mostly  away  from  the  ureteric 
area,  being  at  the  sides  low  down. 

*  Cf.  cases  adduced  in  the  chapter  on  fistulous  tracks  leading 
into  the  bladder. 
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CHAPTER   XXm. 

THM    ASPECT     OF     THl    ORIFICE    OF    A    URITEE    ALONG    WHICH   A 
8T0KK    IS    SLOWLY    DISCENDTNG, 

Many  interesting  clinical  features  are  associated  with 
the  history  of  a  small  descending  stone.  As  a  student 
one  is  apt  to  consider  that  once  a  stone  has  started  on 
the  downward  path  it  completes  its  journey  quickly,  often 
within  a  week  or  so.  Increased  clinical,  cystoscopies  and 
X-ray  experience  demonstrates  that  many  stones  take 
months  before  they  finally  issue  from  the  ureteric  orifice 
into  the  bladder;  that  during  this  time  the  pain  is  not 
continuous  in  the  kidney ;  as  often  as  not  the  renal  pain 
is  only  in  the  form  of  colics  or  "kidney  attacks;''  that 
%vhen  it  has  reached  the  lower  third  a  fixed  pain  above 
Poupart's  ligament  is  experienced  which  may  be  mistaken 
for  quite  a  variety  of  diseases — appendieal  or  ovarian,  or 
even  hernial  trouble ;  and  that,  when  it  has  entered  the 
lower  two  inches  of  the  ureter  it  may  elicit  all  the  clinical 
symptoms  of  stone  in  the  bladder.  Lastly,  in  many  cases 
a  cystoscopic  examination  may  reveal  the  probable  cause 
of  the  pain  to  be  a  stone  which  is  too  small  to  cast  a 
shadow  with  the  X  rays. 

My  attention  was  drawn  very  forcibly  to  tliis  subject 
by  a  mistake  I  made  some  years  ago  in  cystoscopic  dia- 
gnosis.  I  had  inferred  that  a  certain  appearance  was 
always  associated  with  descending  tuberculosis  and  not 
stone.  The  case,  though  prolix,  is  weU  worth  quoting  in 
details     It  will  also  serve  to  introduce  the  subject. 

A.  L — .  a&t.  24^QO  yenereHl — came  to  me  in  1S91  complaining  of 
slight  paiu  in  the  right  lumbar  region,  which  continued  nntil  con* 
cluBtcm  of  c 


i 


to  exeroifie. 

Jnne. — More  blood  im  uxine  &nd  pain  in  penis  towardi 

August, — Pain  in  right  side  easier^  but  more  pai 
towards  glanB  as  tbe  act  oC  micturition  is  completed. 
■*'  that  tb©  urine  is  spaamodicallj  sbut  off  by  the  pain/* 

September,  "Free  from  pain  in  right  side,  but  a  littli 
pain  in  groin.  He  urinates  every  hour  in  tbe  day  as 
aigbt,  Tbe  stream  is  of  t^.^n  suddenly  stopped  by  the  ] 
nretbi^.  He  baa  then  to  leave  oE  and  button  up,  as  exf; 
taugbt  bim  it  is  useless  to  strain  (reflex  stammer  of 
urethrsB),  Urine  1020,  clear,  only  a  few  pus  Bakes.  1 
bacilli ;  no  crystals. 

1894,  November. — Cystoscopy.  Some  spasm  in  deep 
introducing  instrument.  Bladder  free*  No  stone.  Oril 
ureter  bealtby ;  lips  a  little  swollen ;  a  number  of  ponctiJ 
haemorrhages  are  in  tbe  immediate  neighboarhood  ^L 
No  bright  eccbymosis.  fl 

Biag^noM  uncerimn.  Mother  died  of  tubercaloaia,  u 
tabiltty  of  bladder  is  suspicious  of  that  disease. 

Exploration  of  right  kidney:    organ  not  opened. 
perfectly  bealtby.    Operation  gave  complete  relief  i 
but  still  pain  at  end  of  penis  after  urination. 

1894,  December. — Suddenly  something  gave    way 
immediately  a  better   stream   resulted.    Penile    pain, 
intense  just  before  this  happened,  now  subsided^  and  the 
of  bladder  at  night  diminished. 

1  cyatoscoped  again  to  discover  the  cause  for  the  amel 
the  re^ex  symptoms,  and  tbe  reasons  for  the  spasm odi 
stream,  tbe  narrowness  of  stream ^  and  for  tbe  veaical 
1  saw  a  small  crystalline  renal  calculus  wbicb  had  evi 
entered  tbe  bladder  from  tbe  ureter,  for  the  crystals  ^ 
^tftined^  and  there  was  none  of  that  white  lime   pow^ 
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ureteric  orifice^  may  cause  petechial  haamorrhages  around 
that  opening ;  secondly^  that  when  this  condition  is  'seen 
other  clinical  symptoms  accompany  it,  such  as  (1)  frequency 
of  urination,  (2)  penile  pain  after  the  act,  (3)  spasmodic 
obstruction  to  the  flow,  and  (4)  some  spasmodic,  deep 
urethral  obstruction  to  the  passage  of  an  instrument ;  and 
that  these  sjTnptoms  are  mainly  reflex,  for  they  disappear 

Pio.  135. 


Bloody  discoloration  of  the  ureteric  orifice  induced  by  block 
in  lower  ureter.    (Diddnaon.) 


directly  the  stone  passes  into  the  bladder,  or  even,  as  it 
sometimes  appears,  when  it  shifts  its  position  in  the  lower 
ureter. 

On  searching  the  volumes  of  the  Pathological  Society 
for  any  corroborative  hint  of  this  condition,  I  came  across 
the  following  instructive  and  convincing  case  related  by 
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Dr.    Bagshaw,*    and    more     fully    dealt    with    by    Dr. 
Dickinson  t  in  his  invaluable  treatise  on  urinary  disease. 

A  man  mt.  62  was  seized  with  suppress  ion  of  mine,  which  was 
proved  on  post-mortem  to  be  due  to  blockage  of  the  right  ureter, 
the  left  kidnej  having  been  atrophic  and  useless  for  years. 

*'  The  infundibula,  pelvia^  and  ureter  of  the  right  side  were  dilated, 
and  contained  some  urine.  The  bladder,  when  laid  open,  was  found 
empty,  and  the  orifice  of  the  right  ureter  wets  found  to  be  entirehj 
Mocked  np  by  a  dark-colonred  plug,  slightly  rough  to  the  touch,  but 
not  hard,  being  parlly  broken  down  by  pressure  between  the  fingers. 

**  Under  the  mucous  meinbrane  of  the  bladder ^  surrounding  the  orifice 
of  the  ureter t  there  was  a  sanguineous  discolaraiion,  and  in  another 
part  of  the  bladder  enough  blood  had  been  extravasated  to  form  a 
clot  the  size  of  a  bean  *'  (Fig;  135). 

This  case  pro%"ed  to  me  that  any  acute  distension  of  the 
ureteric  canal  near  the  bladder  can  discolour  the  orifice 
and  its  surroundings.  I  had  previously  noticed  in  cases 
of  carcinoma  of  the  kidney,  after  the  passage  of  large 
idiots,  accompanied  by  renal  pain  and  colic^  that  petechial 
extravasation  took  place  around  the  ureteric  orifice,  but 
did  not  understand  the  cause. 

The  following  notes  of  the  cystoscopy  of  descending 
4:^alculi  have  been  gathered  from  cases  examined  during 
the  last  six  years,  so  tliat  I  can  safely  say  that  no  visual 
^rror  or  mistake  in  technique  has  stultified  the  observations. 


Cystoscoptf  of  the  vwual  appearances  of  the  ureteric  orifice 
which  7nay  be  caused  hy  a  stone  slowly  traversing  the 
lower  third  of  the  ureter. 

It  will  be  noticed  tliat  I  expressly  say  that  changes 
may  occur  in  the  contour  and  appearance  of  the  ureteric 
orifice  wjwn  the  stone  has  advanced  to  near  the  vesical  end 

♦  'Path.  Trans,/  toI.  xvi.  1R65,  p.  176. 

t  A  fiiHer  account  may  be  found  in  Dickinson's  'Treatise  an  Eenal 
Affections/  vol.  iii,  p.  965.  I  am  indebted  to  Dn  Diokinaon  for  permia- 
^ion  to  use  the  figure  (Fig.  135). 
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of  the  ureter.  My  reasons  for  laying  stress  on  this  are  that 
I  have  occasionally  seen  no  change  in  the  ureteric  orifice.* 
I  have  no  evidence  of  any  change  taking  place  when 
stones  have  been  arrested  in  the  upper  or  middle  third  of 
the  ureter.  Further  visual  experience  may  show  that 
stones  higher  up  the  ureter  affect  the  appearance  of  the 
orifice. 

The  appearance  of  stone  at  the  vesical  orifice  of  the 
ureter  is  heralded  by  the  appearance  of  bright  red 
punctiform  extravasations  in  the  immediate  neighbourhood 
of  that  opening ;  moreover  that  side  of  the  interureteric 
bar  becomes  thick  and  swollen.  The  mucous  membrane 
then  changes  until  it  assumes  a  dull  red  velvety  appear- 
ance speckled  with  fine  brighter  red  spots,  the  entire 
surface  reminding  one  of  a  patch  of  subacute  gonorrhoeal 
urethritis.  Finally  the  orifice  and  the  area  immediately 
around  it  becomes  of  a  uniform  red  from  extravasated 
blood,  and  thus  forms  "  a  bruised  ureteric  orifice." 

The  rougher  and  more  spiculated  the  stone,  or  the 
larger  the  stone,  the  more  marked  the  extravasation. 
Perhaps  to  combine  these  two,  "  the  greater  the  difficulty 
of  transit,  so  much  the  more  marked  the  extravasation 
around  the  orifice." 

The  following  cases  will  illustrate  these  statements  up 
to  this  point : 

The  late  Dr.  Leaoh  aaked  me  to  cjstoscope  a  gentleman  sdt.  36. 
In  1888  the  patient  had  had  a  typical  attack  of  right  renal  colic» 
which  was  so  severe  that  opium  failed  to  give  relief.  After  some 
hours  of  saffering  the  pain  suddenly  left  him,  and  he  had  no 
further  trouble. 

March,  1891. — Severe  right  renal  pain,  which  gradually  subsided. 
Two  months  later  sudden  severe  pain,  extending  from  x>oint  of 
penis  to  neck  of  bladder,  coming  on  after  passing  water,  and 
lasting  several  minutes.    This  continued  for  ten  days ;  no  blood, 

*  Mr.  A —  (toL  t,  403),  with  symptoms  of  right-sided  descending 
stone ;  no  evidence  in  the  ureter,  and  yet  he  passed  a  small  spiculated 
stone  five  weeks  after  the  examination. 
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no  frequency  at  tiret.  Gradually  an  iu  tense  perineal  pain  after 
urination  and  a  constant  desire  to  urinate. 

Cystoscopy  (June  28tlx,  1891,  three  months  after  last  attack  of  paiu 
in  side  and  one  month  after  the  onset  of  perineal  pain^  the  renal 
pain  having  subsided), — The  rigbt  ureteric  orifice  was  large,  the 
lips  swollen.  The  adjacent  mucous  membrane  was  covered  with 
six  irregular  hiemorrhages  of  a  dark  colour.  The  rest  of  the 
bladder  was  quite  healthy  and  clear;  no  stone. 

I  did  not  understand  these  submucous  hiBmorrliagea  then,  but  1 
noted  them. 

In  September,  1691,  two  and  a  half  months  after  I  had  cysto- 
scoped,  he  had  a  ''dreadful  attack  of  pain  in  the  perineum^  and 
passed  an  oxalate  of  lime  stone,  covered  with  sharp  plates  and 
powdered  with  some  triple  phospbate;  that  is,  the  stone  took,  at  the 
to  west  computation,  six  months  to  pass. 

H,  B — »  wt.  35»  sent  by  Dr.  Thompson,  of  Newport,  Isle  of 
Wight.  Fifteen  months*  right  lumbar  aching  pain,  with  bsematuria 
on  exercise. 

The  rigbt  ureteric  orifice  a  little  thick-lipped  and  congested; 
petechia*  on  bar  in  front.     Passed  calculus  a  few  weeks  later. 


CyfiioKcopic  Appearances  {continued). — As  the  stone 
enters  that  final  section  oi  tlie  ureter  whore  the  channel 
pierces  the  coats  of  the  bladder  the  vascular  disturbance 
increases,  and  the  visual  appearance  changes. 

A  deep  red  uniform  extravasation  appears  in  the  ureteric 
area,  especially  covering  the  outer  limb  of  the  trigone. 
This  is  frequently  replaced  by  enormous  oedema  of  the 
orifice^  so  that  the  ureteric  orifice  becomes  unrecognisable, 
being  replaced  by  a  white  mulberry-ahaped  mass  of  trans- 
lucent oedema.* 

Slowly  the  stone  makes  its  way  through  this  lane  of 
oedema  until  its  brown  f  iiose  can  be  seen  deeply  buried 
in  a  centre  or  side  of  a  glistening  translucent  mass* 

*  A  few  months  a^o  I  had  difficulty  in  restraining  an  operating  siir- 
goon,  who  had  discovered  this  condition,  frctin  doings  a  auprarpnbio 
cystot'omy  for  tho  removal  of  a  "  polypus  "  of  tho  bladder,  a  condition 
which  it  faii-ly  weU  resembles. 

t  These  stones,  makings  transita  of  such  loog  dumtion,  ore  most  fre- 
quently brown,  being  oxalate,  nnd  most  often  spiciilated. 
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F.  C — j  ffit-  56  (March  15th,  1902),  came  compLimiug  that  for 
three  months  be  had  had  pain  startiog  in  the  left  inguijial  region, 
and  passing  round  to  the  left  lumbar  region  above  posterior 
superior  spinous  process  of  iliom.  Tiie  pain  comes  on  in  attacks 
which  last  an  hour  or  so,  but  he  bas  always  an  ache  in  the  left 
inguinal  region.  He  has  occasional  frequency  of  urination  and 
occasional  pain  at  the  end  of  the  penis  in  passing  water. 

Nothing  detected  in  the  nreter  or  prostate  by  rectal  examination. 
The  urine  was  normal. 

On  cif9to8copy  (March  22nd,  1902)  the  left  ureteric  orifice  wa» 
puffed  up  with  cedema,  so  that  it  resembled  a  large  wrinkled  scald 
bleb.  In  the  centre  was  a  depression,  and  occupying  this  was  the 
brownish  point  of  a  calculus. 

April  22nd.^ — A.  pricking  in  perineum. 

April  26th, — Sucked  out  a  email  irregular  stone  bj  means  of  the 
litholapaxy  evacuator. 

Cystoscopic  Apjiearances  {continued), — At  this  point  the 
patient  is  generally  certain,  from  his  feelings,  that  the 
stone  has  dropped  into  liis  bladder,  and  he  points  to  the 
symptoms  of  penile  pain,  frequency  of  urination,  and 
difficulty  in  making  a  streana  in  corroboration.  If  the 
stone  becomes  arrested  for  long  in  the  vesical  section  of  the 
ureter,  the  ccderaa  subsides  to  some  extent,  the  puffy  ure- 
teric frill  of  cedema  loses  its  white  glisten,  assumes  a  dull 
ruddy-brown  colour,  the  nose  of  the  stone  becomes  white 
from  deposited  phosphates,  and  localised  cystitis  appears 
in  the  immediate  neighbourhood  of  the  ureteric  orifice. 
The  bladder  then  assumes  the  appearance  of  subacute 
cystitis,  but  these  changes  are  always  localised  to  the 
affected  ureteric  area. 

It  would  appear  easy  to  feel  the  stone  at  this  stage 
through  the  rectal  wall ;  it  depends  on  the  size  of  the 
calculus.  Personally  I  have  found  the  greatest  difficulty 
in  feeling  a  small  ureteric  stone  from  the  rectum  oyicc  it 
can  he  seen  from  the  6/adr/cr, — that  is,  when  it  has  passed 
between  the  coats  of  the  bladder ;  nor  can  it  be  detected, 
unless  of  some  size,  when  the  sound  is  placed  in  the 
bladder,  the  beak  turned  over  and  firmly  held  against  the 
ureteric  orifice,  and  the  finger  introduced  into  the  rectum 
to  make  counter-pressure. 
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Of  course,  if  the  stone  is  half  the  size  of  a  date  stone 
a  distinct  hardness  can  he  thus  detected^  but  this  size  is 
rare ;  usually  the  calculus  is  a  merely  irregular  collection 


Pio.  136. 

OfinoBil  liid  of  many  of  tlie  cryBtalline  desc^ndrng  oxalate  stones, 
which  I  hftve  watched  clinically  and  cyafcoBcopically. 

of  sharp  cutting  crystals  (Fig.  136),  and  the  X  ray  is 
valueless  when  the  concretion  is  so  smalL 

The  reader  will  note  that  only  descending  stones  are 
now  under  consideration  ;  the  arrested  stones  are  larger ; 
they  can  generally  he  felt,  whilst  the  X  ray,  used  scien- 
tifically, can  demonstrate  them  to  perfection.  Compare 
Chapter  XXIV  on  arrested  stones, 

TJiree  cases  will  serve  to  illustrate  more  clearly  this 
condition,  hut  I  ha%'e  watched  uver  a  dozen. 

Cane  1**^1  was  aeked  by  Dr.  Tait,  of  Highbury,  to  see  a  patient 
tvitlj  renal  colic. 

Three  weeks  prior  to  my  vi&it  he  had  a  severe  attack  of  right 
renal  coHa  In  five  days  the  pain  in  the  right  kidney  gi'^adnally 
suhsided*  but  it  was  replaced  hy  pain  in  the  penis,*  especially  after 
urination,  by  spasmodic  internvption  in  the  act,  and  by  frequency. 

The  patient,  who  had  passed  calculi  before,  was  certain  that  a 

*  He  deacribed  it  as  follows :— "  Suddenly  in  the  night  of  the  siiih  day 
I  was  awakened  by  a  stinging  pain  in  the  penis  and  a  pressing  desire  to 
make  water.  From  previous  experience  I  thought  I  was  about  to  pass 
the  atone,  hut  was  disappointed.  The  stinging  pain  remained  and  kept 
me  awake  for  an  hour.  Tlie  same  pain  recun^ed  the  next  driy,  always 
when  passing  water,  and  remained  for  considerable  but  variable  lengths 
of  time  after.  It,  in  faetj  lasted  for  sixteen  days,  until  relieved  by 
operation.  It  was  modified  to  a  great  extent,  I  think,  hy  medicine,  and 
varied  in  proportion  to  the  quantity  I  drank.  The  irritation  was  very 
troublesome,  especially  if  I  drank  much  and  had  to  urinate  frequently. 
The  pain  always  appeared  to  run  along  the  tip  of  the  penis,  not  under* 
neath,  and  was  most  acute  towanls  the  end.  What  pain  I  had  in  the 
kidney  was  only  slight^  and  1  always  considered  them  '  after-pains  *  of 
the  severe  attack  of  suHering  which  I  had  had  in  this  region/' 
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Stone  had  entered  the  bladder  from  the  right  ureter,  and  that  it 
had  caught  somewhere  in  the  prostatic  urethra.  From  his  Bjm- 
ptoma  1  felt  sure  it  had  not  yet  entered  the  bladder  from  the 
nreter,  and  obtained  leave  to  cjstoscope  rather  than  to  use  the 
aspirator. 

On  cjBtoAOopj,  a  sharplj  defined  brown  oxalate  of  lime  calculus, 
in  the  form  of  a  spike,  could  be  seen  protrading  from  the  mouth  of 
the  right  ureter  (PL  XXI,  p.  451). 

The  adjoining  trigone  was  much  swollen  and  very  red.  Exa- 
mination hj  the  rectum  revealed  nothing.  Massage  over  the  vesical 
nreter  did  not  avail.  I  was  pu22led  to  understand  why  this  sharp- 
pointed  body  should  retain  its  position  so  tenaciously. 

I  now  introduced  a  lithotrity  evacuator^  passed  the  eye  over  the 
stone,  steadied  the  oriBce  by  me^Mis  of  a  finger  in  the  rectum*  and 
scooped  the  stone,  with  gentle  pi^ssnre  from  the  exbausting  ball^ 
from  its  bed. 

On  examining  it  the  reason  for  its  arrest  was  obvious.  It  was 
shaped  like  an  arrow*head,  and  the  eh  aft  had  been  presenting,  so 
that  the  barb  had  caught  in  the  niucous  membi'une  of  the  channel 
and  fixed  the  stone. 


Case  2, — A  man  set.  27  had  had  right  lumbar  pain  for  six  months, 
pain  at  the  end  of  the  penis^  and  frequency  of  micturition,  the 
latter  symptom  being  aggravated  by  exeixiee  and  relieved  by  rest. 

C}f^t09copij, — Bladder  healthy,  except  the  right  ureteric  orifice, 
the  mucous  membrane  of  which  protruded,  tumid,  gelatinous,  and 
red,  like  the  anus  of  a  defaecating  horse.  The  ring  of  reddened 
membrane  was  almost  obscured  at  its  inner  side  by  a  mass  of  clear 
oedema*  Deeply  buried  towards  one  side  conJd  be  detected  the 
brown  nose  of  an  oxalate  calculus,  which  could  be  felt  rectally. 
Even  when  supra-pubic  had  been  performed,  and  the  finger  had 
been  introduced,  it  was  diMcali  to  enucleate  the  stone  from  ita 
ureteric  bed*  It  was  the  size  of  a  flattened  pea  with  a  projecting 
shonlder.  The  shoulder  must  have  been  the  obstacle  to  the  transit. 


CaM€  3.— A  patient  who  asserted  he  had  been  troubled  with  vesical 
stone  for  twenty-eight  years — he  had  been  cut  for  stone  four  times* 
and  had  stone  crushed  twice — applied  to  me  saying  he  had  had  an 
attack  of  left  renal  coUc,  and  he  had  felt  the  stone  pass  **  plumb 
into  his  bladder/*  This  was  three  weeks  ago.  At  the  same  time  the 
urine  suddenly  stopped  in  the  middle  of  urination,  pain  was  expe- 
rienced at  the  end  of  the  penis  at  the  close  of  the  act,  which  took 
place  every  hour  in  the  day  but  not  at  night. 
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CyatoBCopy, — A  crenated,  thickened  left  ureteric  orifice,  no  efflux. 
Two  thick  folds  of  mucoua  membrane  embraced  it ;  between  tbese 
hung  out  a  miik*wiiite  elowgb  of  surface  epithelium  and  a  piece  of 
white  phoaphate  of  lime;  no  stone  felt  pti'  rectum  in  the  lower 
ureter. 

Diagnosis. — Stone  arrested  at  ureteric  orifice. 

In  nine  monthg'  time  a  small  pboephatic  atone  came  through,  and 
was  crnshed  and  evacuated. 


Ureteric  Orifice  after  the  Transit  of  a  SUme, — If  the 
exmiiiiiation  is  made  soon  after  a  stoue  has  entered  the 
bladder  after  a  prolonged  stay  in  the  lower  ureter,  marks 
of  its  having  been  forced  through  the  c>pening  are 
apparent,  and,  I  may  addj  characteriatic.  But  the 
changes  vary,  if  I  may  dogmatise,  upon  the  size  and 
character  of  the  surface  of  the  stone.  If  it  be  a  fair  size 
— an  orange  pip  is  a  fair  size— and  circular,  the  lip  of  the 
ureteric  opening  is  raised  into  an  oedema  tons  Avavy  fi-ill, 
the  opening  is  large,  or  the  edge  may  bo  eroded,  irregular 
in  shape,  and  even  sloughy,  whilst  the  circumureteric 
area  is  vivid  red,  or  the  surgeon  may  be  called  when  the 
acuter  stage  is  subsiding,  and  then  the  edge  will  be  found 
evertetl  and  gelatinous  like  a  penile  meatus  affected  by 
gonorrbcea.  But  if  a  smooth  atone  has  come  through,  the 
ureteric  orifice  is  enlarged  and  opeu,  and  it  looks  toneless 
and  patulous  ;  it  is  not  much  reddened,  and  the  former 
change  can  be  noted  for  some  weeks,  but  it  is  quickly 
recovered  from,  and  often  when  examining  a  month  or 
two  after  the  passage  of  a  renal  calculus  into  the  bladder 
I  have  found  it  impossible  on  mere  visual  grounds  to  say 
along  which  ureter  the  stone  has  come.  Indeed,  in  some 
instances  a  few  days  after  an  attack  of  severe  renal  colic 
all  signs  of  disturbance  had  vanished,  and  I  could  not 
honestly  say  on  cystoscopy  through  which  orifice  the  stone 
had  come. 


CHAPTER  XXIV, 

THE  CHANGES  PRODUCED  IN  THE  JIPPKAEANCE  OF  THE  OKI- 
FICK  OP  THE  UBETER  BY  STONES  PERMANENTLY  ARRESTED 
IN  THE  LOWER  TRIRD  OF  THE  UBKTXB,  AND  THE  CLINI* 
CAL    FEATURES    OF    THE    CONDITION. 


I  BELIEVE  tliat  there  are  few  subjects  in  urinary  patho- 
logy and  surgery  so  little  understood  as  stone  impacted 
in  the  lower  ureter,  and  yet  few  surgical  conditions  are  so 
important,  for  few  may  prove  so  obscure^  whil^it  none  are 
able  to  entail  such  years  of  prolonged  and  apparently 
unrelievable  suffering. 

A  renal  calculus  impacted  permanently  anywhere  in 
the  upper  two  thirds  of  the  ureter  has,  it  is  true,  a 
greater  destructive  influence  upon  the  kidney,  and  can 
induce  greater  renal  suffering  than  a  stone  impacted  in 
the  lower  third  j  but  such  renal  pain  is  slight,  I  venture 
to  say,  in  comparison  with  that  long-drawii-out  agony 
which  is  caused  by  a  stone  impacted  in  the  ureter  near 
the  bladder — for  there  is,  in  this  situation,  a  greater  ten- 
dency to  periureteritis  and  inflammatory  extension  to  the 
great  pelvic  plexuses. 

In  the  last  three  or  four  years  the  obscurity  of  lower 
ureteric  stone  has  been  considerably  diminished.  Skilled 
radiography  and  expert  cystoscopy  have  enabled  sur- 
geons to  detect  the  arrested  calculi,  so  that  this  compli- 
cation  will  now  gradually  acquire  clear  and  classical 
description. 

The  following  chapter  is  a  slight  contribution  to  the 
cystoscopy  of  the  condition,  and  I  wish  to  lay  particular 
stress  on  the  fact  that  I  am  only  now  discussing  stones 
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arrested  permanently  in  the  lower  third  of  the  tube.  It 
may  be  because  my  material  is  insuffieient  that  I  have 
not,  hitherto,  niet  with  oriticial  changes  co-existing^  with 
impaction  higher  np,"**"  I  gather  that  definite  changes  of 
the  mucous  membrane  of  the  orifice  of  the  ureter  ensue 
consequent  upon  the  presence  of  a  stone  arrested  in  the 
ureter  near  the  bladder,  and  that  only  a  certain  proportion 
of  cases  are  thus  affected. 

Descriptmi  of  vmual  vhanges, — The  changes  relate  to 
alteration  in  the  shape  of  the  orifice,  and  in  the  appearance 
of  the  mucous  membrane  liTiing  it. 

The  former  consists  in  protrusion  and  eversion  of  the 
mucous  membrane  of  the  ureter — prolapsed — strained  out, 
so  to  speak,  by  the  ureteric  effort  to  rid  itself  of  a  constant 
source  of  reflex  spasm — the  obstructing  body. 

It  has  appeared  to  me  that  this  tendency  to  prolapse  is 
more  marked  when  the  surface  of  the  stone  is  acicnlar  or 
rough,  but  much  stress  need  not  be  laid  upon  the  surnaise. 
Moreover  the  mucous  glands,  in  or  near  the  orifice,  may 
be  so  distended  with  secretion  as  to  resemble  round  or 
pyriform  tumours  of  minute  size.  Often  the  appearance  is 
like  a  buueh  of  small  white  currants. 

In  some  cases  (?  rare)  the  prolapsed  mucous  membrane 
is  covered  with  a  low  growth  of  villous  processes,  either  in 

•  Oeneral  typ^  of  art&ti  of  a  stone  about  otw  inch  hdow  th4  hidney, — 
Mrs.  F — ,  cystoscopy,  March  3rd,  1900.  Left  ureteric  orifice  liealthy, 
pumping^  streams  of  clarkisli  blootiy  urine.  From  tlie  rapid  recurrence 
and  stren^li  of  the  jet  I  aaticipiite  a  liealthy  kidney,  without  mneh 
loss  of  renal  substance. 

Operation,  March  9th,  1900.— Kidney  large  and  healthy.  Large 
phosphatic  covered  stone  about  an  inch  beloMr  renal  pelvis  j  longi- 
tiidiiml  incision;  removal.  Ureter  above,  free  from  stone j  rapid 
healing. 

General  i\/p$  qf  arrest  at  pelvic  trim.— Mrs.  S — . 

Cy»fo«coj>y,^Left  ureteric  orifice  displaced  a  little  backwards  and 
upwards,  appearing  as  a  simple  sharp-edged  holoj  but  there  is  nothing 
characteristic:  from  it  a  decolourised  blood-clot  emerged  with  a  fine' 
trieklet  of  urine. 

Operation. — Two  stones  removed  from  pelvic  brim  j  cure. 
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the  form  of  a  tuft  or  in  a  continaous  ring.  From  my 
experience  of  this  growth  I  am  certain  it  is  the  outcome 
of  severe  irritation,  often  that  of  oxalnria^  occmring  in  a 
person  disposed  to  warty  formation  of  the  skin  (cf. 
page  260). 

In  other  casee^  instead  of  a  benign  papillomatous  out* 
cropj  there  is  mnch  oedema  of  the  rnchings  of  the  edge  of 
the  prolapse — ^an  exudation  which  simulates  the  appearance 
of  broad-leaved  papilloma^  but  essentially  differs  from  it  in 
character,  and  therefore  in  progtiosis. 

To  sum  up :  the  ureteric  orifice,  in  certain  cases  of 
rough  renal  stone  arrested  in  the  lower  third  of  the  ureter, 
will  appear  either  as  a  cone  of  cedematous  mucous  mem- 
brane, the  orifice  being  at  one  side,  rarely  near  the  summit, 
the  lips  of  the  orifice  being  roughened,  everted,  often 
cleft,  or  as  an  everted  prolapse  of  red  mucous  membrane 
— ^a  condition  which  is  more  likely  to  be  noticed  when  a 
small  stone  is  caught  and  retained  fast  within  the  orifice 
of  the  ureter.  In  rerj'  chronic  conditions  a  tuft  of  villous 
processes  may  be  seen  in  the  prolapse  or  on  the  swollen 
lips  of  the  ureteric  orifice. 


T^pe  of  ArreH  below  the  Pelvic  Brim,  Tioo  Inches  from  Bladder  j 
with  Changes  (the  Characteridie  Ttfpe), 

Fluted  oxalate  etone,  i  oz,  in.  weight,  eiiuaied  in  lower  ureter  ;  no 
colic* ;  removal  through  perineum. — F.  H — ,  wt.  18»  was  sent  to  me 
in  March,  1895,  hj  Dr.  W.  G.  Little,  of  Nelson,  Lancashire.  The 
patient  complained  chiefly  of  pain  in  the  glana  penis  after  nitcturi- 
tion,  and  occasional  pains  across  the  back.  Tb^  onset  sjmptom 
•eems  to  have  been  the  passage  of  blood  at  the  end  of  micturition. 
This  was  eighteen  months  ago.  The  hsBmattiria  had  recurred  off 
and  on  since.  There  had  been  no  venereal  disease.  The  stream 
was  fair ;  there  was  no  frequency.  The  urine  was  1012  in  specific 
gravity,  and  contained  a  trace  of  albamen.  The  trouble  had  been 
variously  diagnosed,  the  latest  opinion  being  tuberculosis.  There 
was  no  gross  evidence  of  this  disease,  and  the  prostate  was  healthy 
and  plump. 

On  electric  cystoscopy  I  discovered  a  prolapse  of  the  right  nreter. 
Crowning  the  everted  mucous  membrane  was  a  villous  papiltomu- 
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toUB  tuft.  It  floahed  across  mj  mind  that  the  villoiu  papDoai 
played  some  part  in  the  production  of  the  prolapse^  just  at  pQa 
tend  to  evert  the  mucous  membrane  of  rectum,  or  poljpiu  a 
growth  in  the  gnt  sometimes  induces  intasBnBception.  I  th«refin« 
did  supra.pubic  cystotomy,  and  removed  the  prolapse  and  vilkfof 
growth  through  a  smail  caisson.  On  thiukitag-  over  thia  cace  tk 
same  nighty  it  suddenly  struck  mc  that  the  prolapse  must  kan 
been  due  to  irritation  higher  up  the  ureteric  canals  for  I  hadnotad 
this  condition  in  some  few  cases  of  renal  caI cuius,  I  thento 
returned  to  the  patient,  and  passed  my  finger  Uigli  up  into  tk 
bowel.     High  up  in  the  right  ureter  I  just  felt  a  stone  the  sixe  of  i 

Pig,  137. 


Diagram  of  atone  in  the  right  lower  ureter  of  F.  H — . 


large  marble.  It  had  evidently  become  lodged  in  the  ureter  (Fig. 
137),  and  had,  as  evidently ,  induced  the  prolapse  of  the  macciis 
membrane  at  its  orifice. 

After  the  supra-puhic  incision  had  healed,  1  approached  the  atone 
through  a  small  transrerse  perineal  incision.  I  had  no  hesitation 
in  adopting  this  route,  for  it  had  been  familiar  to  me  for  years  in 
resecting  pieces  of  veeicula;  seminalee,  in  scooping  out  tubercle 
from  the  prostate,  in  splitting  prostate  capsules,  in  stitching 
vcsico-rectal  fistnlse,  and  such  like  operations  between  the  gut  and 
the  bladder.    With  the  aid  of  nan^ow,  long-tongued  retractors  I 
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was  able  to  dissect  between  tbe  rectum  and  the  lower  ormaiy 
tract,  eveiy  step  of  tbe  route  being  illutn mated  hj  a  forehead 
search -light,  and  by  its  means  there  was  no  difilculty  in  seeing  and 
seizing  yp  evevj  bleeding  vessel,  I  rapidlj  reached  tbe  ureter, 
being  guided  to  it  by  feeling  tbe  stone  in  it  (forced  within  reach  of 
my  finger  by  the  pressure  of  the  dresser's  hand  upon  the  abdomen)- 
A  clean  incision  into  its  long  axis  released  a  quantity  of  clear 
nrine,  and  the  stone,  which  weighed  2^  dracbma,  was  removed. 
The  latter  resembled  a  small  peach  stone  in  size  and  appearance 
(Fig.  1S8).  On  inserting  tbe  finger  into  the  ureter  it  was  evident 
that  the  caJcnlns  had  been  lying  in  a  dilatation  of  the  canals  for 

Fio.  138. 


Oxalate  stone  in  ureter  of  F*  H— ,  half  size. 


tbe  calibre  was  here  about  an  inch  across.  I  passed  a  thick 
windotcU99  drain -tube  up  towards  the  kidney,  and  stitched  its 
lower  end  into  the  perineal  wound,  proviSing  thus  for  an  easy 
route  from  the  ureter  into  tbe  perineum.  The  lower  end  we» 
subsequently  fitted  to  a  tube  dipping  under  cai^bolic  lotion* 

Finally  I  drew  oflf  15  oz*  of  clear  urine,  specific  gravity  1012,  from 
the  bladder »  thus  demonstrating  that  the  bladder  had  not  been 
wounded.  Next  day  20  oz*  had  drained  away  by  the  perineal  tube,. 
and  25  oz,  were  removed  by  catheter  from  the  bladder.  Specific 
gravity  of  the  Utter  was  1015«  There  was  an  uninterrupted  re> 
covery. 

32 


I 


wtm  m^m  1i%k  s^  tte  mccr,  sbflfos  c«9  aad  a  &alf  ac&ai  fnMa 
t4M  t>i«M!ir,  I  therein  esc  fsso  ske  periaenK.  diaaeecai  oecw«M9L 
t^  pr^/t/UU^f  hkA^t^,  yjtiriw,  md  netoA  as  b«£:r«.  and  reacfi^d 
ifc«  kH  nnnit^«  I  w<st  «p  aa  kigk  aa  «&«  vkh»  I:nt».  bos  canld  no4 
^mI  tM  irtAia^.  I  thufnSar^  did  aa  abdomiBal  leccoii.  and  fisis  die 
al/^M  ffk  tfce  vr<iit«r«  jaat  Mov  the  p<«t  of  croaBB^  tke  brim  of  tke 
p^'m,  fmt  it  waa  ftnd  bjpMontme  ezadasii^ii.  S^me  du&anee 
aV/f«  tfcia  tfce  urtt^UtfT  waa  the  size  of  a  ehilif a  ict^eatxne,  and  the 
Vtft  hiSwff  liftit  like  a  thin  aae.  I  could  not  posh  or  aqueexe  the 
at//fM  Mih«r  up  f/r  d//irn«  Rnallj  nj  houae  nirgeon,  Mr.  &p«ncer, 
ffftmptfd  it  b«iw«Mi  hia  fiager  and  thainb  and  preaMd  h  towazda  mj 
p«rifM*i  ir//0fi4^  irhilut  I  cot  f/n  to  it  blindlj.  I  waa  able,  bj  thia 
iwaiifM,  after  iir/>  hoaiV  hard  labour,  to  enucleate  the  atone  from  ita 
nrttUtrUi  bed*  It  waa  half  the  size  of  the  one  I  had  remored  pre- 
fUfntilf  tftnn  the  right  nreter.  It  waa  a  cryatalline  oxalate  of  lime 
fialmiJna. 

HtfpUrmhtirf  ]903«^Pati«mt  ahowa  bimaelf  and  aaya  heiain  the 
baat  i/f  health. 


*  Yhe  mm  tlitia  for  waa  publUhad  in  the  '  Edinburgh  Med.  Journal,' 
Marob,  tmm. 


^^  Tbe  following  case  is  still  more  striking,  for  it  concerns 
I  a  patient  with  stone  in  both  ureters  low  down,  and 
f    crippled  septic  kidneys. 
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p.  S— *»  aet.  21,  from  whom,  as  a  little  boj,  I  bad  removed  by  peri- 
neal section  an  impacted,  smooth,  afieptic^  uric  acid  stone,  wasbroiight 
to  me  in  1902  witb  tbe  diagnosis  of  stone  in  tbe  bladder.  His  nrine 
contained  a  quarter  pus,  and  was  extremely  foetid*  I  did  not  sound 
him,  but  an  X-raj  pbotogra-pb  was  taken,  and  long  stones  were  found 
in  both  ureters  (Plate  XXIII, «')  and  in  the  left  kidney.  He  was 
coffering  too  acutely  from  pain  in  the  left  loin  and  bladder  for  me 
to  refuse  him  the  chance  of  operative  relief,  though  tbe  outlook  was 
hopeless.  I  cystoscoped  to  see  wbich  ui  cter  was  the  more  blocked, 
Tbe  right  ureteric  orifice  was  patulous^  tbe  lips  greatly  swollen,  and 
fringed  with  broad- leaved  ruchings  of  mucous  membrane  like  papil- 
lomata*  Tbe  left  ureteric  orifice  was  open  and  swollen,  but  not 
fringed.  I  therefore  cut  on  the  left  kidney,  and  enucleated  the 
largest  branched  kidney  stone  I  have  met  with;  its  length  waa  six 
inches,  and  it  weighed  6^  oz.  I  replaced  the  kidney,  determining  to 
attack  the  uretei^  later.  Tbe  urine  passed  next  day  was  70  oz., 
and  on  tbe  next  1()0  oz.,  but  he  became  ui-semic,  and  died  on  tbe 
eleventh  day. 

Autopsy  revealed  an  elongated  stone  in  either  ureter  three  inches 
from  tbe  bladder.  Neither  was  fixed  by  perimeteritis.  Tbe  right 
ureteric  stone  weighed  90  grs  ,  and  was  IJ  inches  in  length.  Tbe 
left  ureteric  stone  was  freer  and  smaller.  It  weigbed  55  grs.,  and 
was  1}  inches  in  iengtb.  The  right  kidney  was  bugely  dilated; 
tbe  pelvis  was  full  of  pus.  Tbe  left  kidney  sbell  bad  bealed,  and 
tbe  pelvis  was  comparatively  dry.  Why  was  the  rigbt  ureteric 
orifice  so  characteristic  and  the  left  less  so  ?  I  think  because  the 
pyelitis  was  so  extreme  on  the  rigbt. 

Here  is  another  characteristic  but  easier  case. 

F.  M — ,  sst.  30,  was  sent  me  with  an  X-ray  diagnosis  of  stone  in  tbe 
bladder  (Plate  XXIY).  I  cystoscoped  because  tbe  stone  wua  long 
and  its  axis  almost  vertical,  so  that  1  felt  certain  it  was  ureteric. 
There  was  no  stone  in  tbe  bladder,  and  obviously  the  calculus 
was  lodged  in  tbe  ureter.  Tbe  cystoecope  showed  a  very 
characteristic  left  ureteric  orifice.  Tbe  opening  was  fringed  like 
the  end  of  the  Fallopian  tube  in  colour  and  shape.  I  opened  tbe 
peritoneal  cavity  over  tbe  left  rectal  sheath,  and  inserting  my  fingers 
pressed  the  atone  up  along  tbe  ureter  until  I  bad  brougbt  it  above 
the  pelvic  brim.     I  now  cut  extra -peritoneally  as  if  for  tying  tbe 
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iliac  artei'y,  and  when  the  hugely  dilated  ureter  came  into  view  I 
opened  it  longitudinally,  evacuated  a  quantity  of  clear  urine,  put  in 
forceps,  and  pulled  out  a  large  oval  oxalate  of  lime  stone  (Fig.  139). 


Tin     MM, 


Case  of  F.  M — ,  atonu  iu  arvtrr ;  weig^lit  half  an  ounce  {nat.  siEe), 

The  uretenc  incision  was  then  stitched,  and  the  extra-peritoneal 
wound  closed  except  for  a  draiu-tiibe.  Finally  the  vertical  intra- 
peritoneal incision  was  closed,  and  the  patient  made  an  nninter* 
rupted  recovery. 

But  large  stones  may  be  present  in  the  lower  ureter 
without  inducing  orificial  changes. 

Smooth  stone t  weighing  4  oa.,  in  lower  ureter;  severe  colict ;  na 
change  in  ike  vyeieric  orifice;  removal  of  atone  through  the  vagmal 
wall;  cure, — Mrs,  M.  H— ,  set.  48,  was  sent  to  me  by  Dr.  G, 
Sequeira  as  a  case  of  calculus.  This  patient  enjoyed  perfect  health 
until  ten  years  ago,  when  she  had  a  severe  attack  of  right  renal 
colic.  For  seven  years  this  recurred  at  long  intervals,  but  for  the 
last  three  years  they  have  been  incesaant  and  enfeebling.  Between 
the  severe  colics,  which  supervened  every  week,  there  was  constant 
pain  in  the  right  loin.  She  was  forced  to  sleep  on  the  left  side. 
Frequency  of  micturition  was  every  hoitr,  dayand  night;  the  act 
was  painless;  more  ui'ine  was  passed  at  night.  Latterly  bouts  of 
excessive  thirst  had  been  experienced.  On  palpating  the  lower 
ureter  by  vaginal  and  rectal  route,  aa  is  my  routine  custom  in  renal 
caseSf  I  found  a  stone  in  the  right  ureter  the  size  of  a  small 
chestnut;   it    was    placed  to  the  right  of   the  utenis,  but    was 


PLATE   XXIV. 


f^kiagr&m  of  ma  oxnUte  of  limestono  in  un^ter.     Heinovtd.     Cur«. 
(Attibor'scafic) 
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trebly  movable.  There  was  bo  proUpse  of  the  ureteric  mucoua 
membrane  into  the  bladder.  Cutting  through  the  right  wall  of 
the  Tagina  I  dissected  towards  the  ureter,  ai^d  ixed  it  and  its 
contained  atone  with  a  very  small  sharp  hook,  which  I  nae  for 
sapra-pnbic  opei*atioii8.  I  then  incised  and  released  the  stone. 
A  large  quantity  of  clear  urine  followed  its  removal,  thus  demon- 
strating the  back  pressure  which  had  been  exercised  on  tbe  upper 
nreter  and  pelvis  of  the  kidney.  Tbe  stone  was  smooth,  in  size  like 
a  large  nutmeg;  it  weighed  over  i  oz*  (Fig.  140).    I  treated  thi** 

Fig.  140. 


TJpeterio  calculus,  ilra.  M.  H —  (half  size). 

case  in  the  same  way  as  that  of  F.  H — ,  p.  481,  pushing  one  end  of  a 
thick  windowless  drain  some  way  up  the  dilated  ureter,  and  allowing 
the  latter  end  to  proti^de  from  tbe  vagina  into  carbolic  lotion.  She 
made  a  rapid  recovery ;  no  fistula  followed* 


Note  Oft  the  Strength  of  the  Efflux  of  Urine  from  the 
Ureieiic  Orifice  in  Arretted  Ureteric  Stone, 

Does  a  rapid,  fnll  jet  of  urine  from  the  ureteric  orificf^ 
preclude  the  question  of  impaction  of  a  stone  in  the  nreter 
beiow  the  pehic  brim  ? 

I  thiuk  that  a  full,  rapidly  repeated  f%tream  is  an 
evidence  that  the  lower  third  of  the  ureter  is  free;  it 
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does  not  preclude  an  arrest  above,  either  at  the  orifice  f 
the  renal  pelvis  or  a  few  inches  below  that  pcdnt;  i 
least,  I  have  not  yet  met  with  a  case  in  which  a  stro-, 
stream  existed  with  a  stone  ])locked  in  the  lower  ureie; 
In  all  cases,  however,  I  sound  the  ureter  with  eithor 
Kelly  or  a  Caspar  ureter  catheter,  and  carefully  exaii:ii: 
the  lower  ureter  bimanually  and  by  radiogrraphy.  Sue 
a  question  so  guardedly  answered  might  seem  unnece 
sary,  but  those  who  have  much  to  do  with  ureteric  5t  ji 
will  agree  with  mo  that  they  are  often  slightly  pouche 
and  that  there  is  in  most  cases  ample  room  for  the  pa^sat 
of  urine  between  the  stcme  and  the  ureteric  wall. 

It  should  be  a  rule  with  the  operating  surgeon,  in  t 
cases  of  apparently  causeless  bladder  irritability  or  habit u 
retention  of  urine  of  the  mid-adult,  if  stricture  and  spin 
atony  be  exchided,  to  examine  the  lower  ureter  for  si" 
by  means  of  the  cystoscope,  and  he  should  never  hetfitc 
in  such  cases  to  insist  upo)i  shilled  radiography  of  t 
lower  ureters  as  n-cll. 


CHAPTER  XXV. 

THB   VISUAL   CHANGES   WHICH  TAKE    PLACE    IN   THE   UBETERIC 
ORIFICE    IN   THE   COURSE   OF    URINARY  TUBERCULOSIS. 

I  HAVE  already  touched  briefly  upon  the  subject  of 
urinary  tuberculosis^  and  do  not  propose  to  recapitulate, 
except  as  to  the  manner  in  which  the  disease  affects 
directly  or  indirectly  the  ureteric  orifice.  In  drawing 
attention  to  the  visual  changes  which  take  place  in  these 
openings  under  the  influence  of  tuberculosis,  I  shall 
endeavour  to  prove  that  cystoscopy  should  guide  the 
surgeon  very  materially  in  deciding  upon  the  character 
and  extent  of  any  operative  treatment  for  the  eradication 
of  renal  tuberculosis.  I  have  always  maintained,  if  evi- 
dence of  genital  tubercle  is  to  hand,  in  the  shape  of 
knots  in  the  epididymis,  vas,  prostate,  or  vesicle,  that  the 
cystoscope  should  not  be  employed  routinely,  or  if  used  at 
all.  it  should  only  be  passed  with  extreme  care  and  gentle- 
ness (page  138)  ;  but  there  is  a  class  in  which  no  genital 
deposit  can  be  found,  and  only  renal  or  reno-vesical 
symptoms  are  present.  It  is  in  these  cases  that  much 
obscurity  of  diagnosis  exists,  and  it  is  in  such  cases  that 
the  gentle  and  skilled  use  of  the  instrument  is  advocated. 

As  the  subject  of  ureteric  meatoscopy  in  tuberculosis  is 
not  at  present  noticed  in  the  literature,  I  do  not  hesitate 
to  treat  it  somewhat  in  detail.  In  compiling  this  chapter 
I  have  at  my  command  carefully  prepared  notes  of  over 
200  unequivocal  cases,  but  the  chance  of  visual  inaccuracy 
in  my  earlier  experience  with  the  cystoscope  was  very 
great,  so  that  I  have  rejected  all  but  the  last  fifty  cases. 
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In  forty-four  of  these,  taken  at  all  periods  in  tlie  \ 
history  of  the  disease,  I  have  noticed  distinct  cIiab; 
the  ureteric  orifices  and  their  neighbourhood, 
changes  were  described  in  ray  *  notes,  written  inufl 
diately  after  eac^h  examination.  On  collating"  them  it  if 
at  once  evident,  even  if  the  impression  had  not  gtowi 
pari  pasttti  with  iny  knowledge,  that  certain  appearanca 
of  the  orifices  recur  with  sufficient  frequency  to  wanmt 
the  assumption  that  they  are  characteristic  g*uides  tofl 
position  and  progress  of  the  disease.  ^ 

I  propose  to  deal  with  these  appearances,  and  to  add 
those  clinical  inferences  which  I  feel  certain  may  h* 
logically  deduced  from  them.  Briefly  enumerated  ihi 
changes  fall  into  two  groups,  those  which  may,  in  tb 
present  state  of  our  knowledge,  be  ascribed  to  descendisg 
and  those  to  ascending  changes. 

The  descending  {from  a  renal  source)  : — (a)  A  golf 
holed  orifice,  (b)  A  displaced  oriBce.  (c)  A  choked  orifice 
(b)  Massive  oedema  of  the  orifice* 


A.   The  *^  Golf -hole  *'  Ureteric  Orijke  in    Uritmry 
TuhercnIo»is, 


1 


1 

dl 


The  change  most  often  noticeable  (30  per  cent.) 
peculiar  "  holing  "  of  the  ureteric  orifice  on  one   sida,j 
have  called  it  "  golf  holing,"  "  rabbit  holing,"  in  my  nc 
When  this  alteration   in    the  opening  is  accompanied? 
the  evidence  of  tubercle  in  the  mucous  membrane  of  th 
bladder,  and  by  the   presence  of   tubercle    bacilli    in   th 
urine,  it  indicates,  I  believe,  a  deposit  of  tubercle  in 
corresponding  kidney. 


Descrifiion  of  a  *'  Holed  ^'  Ureteric  Orifice  in  Tuherc 

(Plates  XIII,  XXV). 

On  looking  at  the  ureteric  orifice  one   notices  at  oS 
that  it  differs  in  shape  from  the  normal.     The  usual  pi 


PLATE   XXV. 
Gha]|<^7ib  ts  thk  Chahactbr  of  the  Uhbtbbic  Obifice. 


A  nirrow**!,  poulfuK,  Lkick4tpp<>t1  orKir^"  'kriotini;  iiiLld  pyelitU 


An  ftrched  oriflct^  deifaUng  ttrcipiQat  dtUtfltion  of  uraiar. 


A  large  '*golMiole''  oriOoe  in  aiivt^nttA  ilp^tructiuu  of  kidnejr,  rach  an  exlsta  In  t«gift] 
c&lculufi  *nii  tiiberiiij ionise 

Bat*  ^  IteifcMiMm,  Ud.,  iML 
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lipped  slit  or  faintly  coloured  slipper-like  orifice  is  replaced 
by  a  sharply  cut  or  punclied-oot  hole.  This  hole  is  on 
a  level  with  the  iDterureteric  bar;  that  is  to  say,  there 
are  no  lips  visible,  only  the  thin  edge  of  the  opening. 

The  size  of  the  hole  varies  in  different  cases.  It  may 
be  O  or  Q  {Plate  XIII  a).  Usually  the  actual  edge  is  of 
a  whitish  colour,  and  often  smooth,  but  the  edge  near  the 
urethra  may  be  rough  or  ulcerated  (Plate  XIII  b).  The 
cystoscopist  may  notice  that  the  hole  is  not  quite  in  the 
usual  place,  being  displaced  a  little  to  the  edge  of  the  bar 
(front  or  back).  The  deriation  is  most  easily  noticed  in  very 
thick  succulent  bars,  but  it  is  not  very  coniinon.  All  around 
it  there  is  highly  reddened  mucous  membrane.  Sometimes 
this  is  of  an  intense  red,  the  colour  being  obviously  due  to 
submucous  extravasation,  and  not  to  the  surface  being 
caked  with  blood  or  stained  by  it.  To  a  practised  eye  the 
difference  is  at  once  apparent.  The  colour  is  not,  I  believe, 
any  guide  to  the  intensity  of  the  disease,*  In  the  florid, 
spongy  mucous  membrane  around  may  be  seen  a  few 
sparsely  scattered,  sharply  refracting  points^  these  are 
probably  grey  tubercle.  Not  infrequently  there  is  one  or 
more  small,  sharply  cut,  sloughy-bascd  ulcers  behind  the 
affected  ureteric  orifice,  and  on  the  posterior  wall  or 
superior  wall  other  evidences  of  tuberculosis  will  be 
recognised  in  the  shape  of  red  extravasated  areas  with  white 
necrotic  flakes  on  them,  or  pinciied-up  areas  of  deep  red 
mucous  membrane,  or  superficial  erosions,  or  even  circinate 
worm-eaten  ulcerations. 

The  other  ureteric  orifice  may  be  bright  and  healthy  in 
contour  and  appearance,  but  often  its  lips  are  a  little 
turgid  and  obviously  swollen  by  propinquity  with  the  in- 

*  CompAie  Cftfle  35,  page  406.  May,  1899.— CyBtoseopjr  of  F— .  Both 
ureteric  orifices  are  reddened;  areas  around  them  are  granular  and 
inflamed ;  left  ureteric  opening  looks  especially  involved  because  it  it 
the  deeper  in  colour.  Feb.,  1900.— Cystoscopy  of  F— .  Right  ureteric 
Ofifloe  golf-holed,  a  little  displaced  (f) ;  left  ureteric  opening  not  notice- 
Ably  changed ;  poet-tngonal  wall  oorered  with  red  extravasation  and 
superfldftl  ulceration* 
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trigone.     In  nearly  every  case  the  capacity  of  the  bladder 
will  be  lessened, 

I  have  seen  the  other,  and  what  ishould  be  a  healthy 
orifice,  after  a  prolonged  course  of  vesical  irrigation, 
showing  the  characteristic  apearaiices  of  ascending-  septic 
nretero-pyelitiss,  the  orifice  being  rounded,  the  hps  swollen 
and  pouting,  and  a  few  specks  of  pus  mingling  with  the 
efflux.  In  one  case — -that  of  a  lady — -these  points  were 
well  show^n,  and  I  declined  to  operate,  for  I  was  confident 
that  the  right  kidney  had  been  crippled  by  ascending 
ureteritis,  and  the  left  kidney  was  tuberculous,  and  I  realised 
if  I  removed  the  tuberculous  kidney  (the  left)  the  right 
would  not  gtand  the  strain,  and  the  patient  would  succumb 
to  suppression  of  urine,  A  few  months  later  the  patient,  a 
girl,  suddenly  developed  a  large  right  renal  tumour.  It 
almost  as  suddenly  subsided,  a  large  quantity  of  pus  being 
passed  coincidently,  and  she  died  urtt^mic  a  week  later,  th© 
cystoscopic  diagnosis  and  prognosis  being  thus  amply 
justified. 

TJlb  Pathological  Condition  of  the  Ureter  poeseaaing  a 
"  Golf-hole ''  Orifice, 

What  does  this  form  of  ureteric  orifice  denote  ?  Does  it 
indicate  that  the  entire  ureter  is  tuberculous  ?  By  no 
means.  A  "  holed  ''  ureteric  orifice  points  to  an  inflamed 
ureter,— or,  if  I  may  put  it  so,  to  a  "  scalded  "  ureter.  Ifc 
is  a  sure  sign  that  the  wall  of  the  ureteric  tube  is  slightly 
thickened  and  somewhat  atonic,  that  it  will  be  found  pale 
in  colour  and  friable  in  texture,  that  the  mucous  membrane 
lining  it  will  be  found  swollen  but  not  ulcerated,  and  that 
on  microscopy  giant-cell  systems  will  be  probably  absent. 
It  has  no  reference  to  tuberculosis  per  ae.  It  occurs  in  other 
cases  besides  tubercle  (page  353).  Moreover, if  such  a  ureter 
is  exposed  to  the  sight  and  touch  in  the  loin,  the  average 
operator  would  at  once  pronounce  that  ui'eter  to  be 
healthy.  But  there  is  evidence  to  show  that  such  a 
ureter  is   not  healthy,  and  that  such  a  ureteric  orifice  is 


ELECTBIC-LIGHT    CYSTOSCOPY.  491 

a  sign  in  a  patient  whose  urine  contains  tubercle  bacilli 
that  a  tuberculous  deposit  will  be  found  in  the  renal  paren- 
chyma of  the  corresponding  kidney.  I  repeat,  there  is 
probably  a  tuberculous  deposit,  sometimes  very  small,  at 
other  times  quite  abundant,  in  the  renal  parenchyma,  and 
such  deposit  is  always  open  to  and  discharges  into  the 
pelvis,  and  often  the  mucous  membrane  of  the  pelvis  itself 
is  ulcerated. 

These  statements  are  based  on  three  operation  cases 
which  will  show  that  the  contention  is  sound,  and  there- 
fore worth  consideration,  but  it  will  be  observed  that  in 
each  of  these  three  cases  marked  renal  pain  was  present. 
That  is  to  say,  I  did  not  feel  at  first  justified  in  a  nephrec- 
tomy, or  even  a  renal  exploration  of  a  kidney  whose  ureter 
was  merely  "golf-holed,''  unless  pain  was  complained  of 
in  that  kidney, — unless,  in  fact,  the  localising  sjTuptom  of 
renal  pain  was  present  to  assure  me  that  the  disease  was 
located  in  the  kidney. 

In  the  three  cases  which  have  been  operated  on  the 
kidney  was  adherent  at  the  upper  or  the  lower  pole  or 
both.  In  two  cases  the  kidney  was  removed  within  the 
first  year  of  sj^mptoms ;  although  the  organ  looked  red  and 
healthy,  and  although  its  surface  teas  free  from  shot  or 
crude  tubercle,  yet  the  tuberculous  deposit  was  found  in 
the  parenchyma,  and  there  was  a  communication  between 
the  deposit  and  the  pelvis,  and  from  it  was  discharging 
that  acrid  tuberculous  urine  which  had  so  scalded  and  so 
swollen  the  lining  of  the  ureter  that  its  orifice  was  changed 
from  a  slit  to  a  round,  clear-cut  hole. 

M — ,  set.  34  (Case  29).  There  is  a  history  that  for  twelve  months 
be  has  bad  pain  in  the  right  renal  region  (costo-rertebral  angle),  and 
that  for  two  montbs  be  has  bad  bladder  distress.  Frequency :  two 
hours  day,  two  hoars  night ;  pain  on  urination  from  perineum  to 
the  glans  penis  and  a  little  blood,  all  these  symptoms  being  aggra- 
vated by  exertion. 

Tubercle  bacilli  were  found  in  the  urine  in  fair  numbers. 

Cyttoweopy.—Right  ureteric  orifice  was  a  narrow,  sharp-edged 
"  golf  hole  "—not  apparently  displaced.     Around  the  opening  were 
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de^  red  folds.    Left  ttreieric  orifice  lie^th j*    Posterior  wall  iilee* 
rated  enperfidAllj  with  adherent  muco-pfaospbatic  deposita. 


Fio.  141, 


SOUO  CHEESY 
MASS 


TUeERCULOUS 

crsTic  CAvrrr 


Difl^ram  of  M— *3  kidney  (Stanley  Boyd), 


SOLID   CMeCSY 
CHEESY  cAvrrY- 


TUBERCULOUS 
FOG» 


CVST  BY 
WASHING 
AWAY  CHEESY 

STurr 


Diagram  of  longitudinal  section  of  M-^'s  kidney  (St^aley  Boyd). 

Nejyhredmny. — Eight  kidney  removed  by  Mr.  Stanley  Boyd,  to 
whom  I  am  indebted  for  liis  own  rough  eketchea  of  the  organ. 
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At  and  towarda  tlie  upper  pole  was  &  hard  yellow  projection,  the 
cortical  expreaaioti  of  masses  of  crude  tubercle  (Figs,  141 »  142). 
Two  of  tiie  lower  pyramids  contained  tuberculons  raateriaL  The 
pelvis  was  swollen;  its  mucouJi  membrane  was  soft  but  not  ulce- 
rated. Irritabilitj  of  tbe  bladder  subsided  completely*  so  that  a  few 
weeks  after  the  nephrectomy  the  patient  said  he  could  hold  his 
water  any  length  of  time, 

Mrs.  X^,  set.  20  (No.  36),  In  1892  over-held  water,  and  since 
then  bladder  distress.    Frequency,  pain,  blood. 

1893. — Bragging  in  left  loin. 

1897. — Cystoscopy.  Left  ureteric  ori£ce  a  large  golf  hole,  not 
displaced;  right  ureter  healthy* 

Fio.  143. 


Diagram  of  tuberculous  erosion  of  pelvis  of  Mrs.  X — . 


1897. — Left  nephrectomy.  Kidney  very  adherent;  torface  qaite 
red,  but  cortex  dimpling  freely  here  and  there  on  pressure  of  the 
finger.  Longitudinal  median  section  (Fig.  143)  showed  pelvis 
ulcerated,  the  parenchyma  being  hollowed  out  into  small,  irregular 
cavities*  extending  from  the  pelvis  to  the  cortex,  filled  with  creamy 
cnrdJike  material  and  lined  with  tuberculous  material,  in  which  the 
tubercle  bacilli  were  found.  Largest  cavity  in  lower  pole.  Ureter 
thin  and  narrow. 

1899. — Cystoscopy.  Left  nreteric  orifice  nnohanged— an  irregular 
golf  hole. 

1900.— Still  frequency. 
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1903. — In  good  Bealtb,  bat  still  frequency. 

Mi-s,  L — ,  BBt.  24  (Ca8<5  27)*  For  twelve  months  has  bad  »apra- 
pubic  pain  on  lying  down  or  stooping.  It  is  woi*ae  on  minatioii. 
Some  pain  in  left  loin  occasionally.  Frequency :  ten  minutes  day, 
every  half- hour  night.  Mother  died,  aged  twenty- eight,  of  phthisis. 
Tubercle  bacilli  in  urine  in  large  numbers. 

Cydosc&pij  (March  Slat,  19O0)*— Left  ureteric  orifice  a  golf  hole, 
not  displaced.  Right  ureteric  orifice  healthy.  Left  lower  wall 
posteriorly  covei*ed  with  small  i*ed  pinchings-up  of  mucous  mem- 
brane.   Surface  erosions  and  little  points  of  ha?morrhage. 

Nephrectomy  (May  7th,  1900). — Left  kidney  large,  appeared  qoite 
healthy  ;  no  shot  of  tubercle  on  surface,  no  crude  tubercle  vi&ible. 

Fig.  144. 


Tuberculous  erosion  of  upper  and  lower  calices  (Mrs,  h—*e  case). 

The  cortex  of  kidney  dimpled  at  the  upper  pole,  and  on  cutting  it 
open  a  tuberculous  cavity  was  seen.  The  kidney  was  thereupon 
removed ;  two  iixegularly  excavated  cavities  lined  with  taberculons 
material  existed  at  the  upper  and  lower  poles.  The  main  pelvis 
was  soft  and  healthy;  the  ureter  was  healthy  (Fig*  144).  Much 
relieved  in  every  way* 


Clinical  Cmiditioiis  cO'e^isting  with  a  "  Holed  **  Ureierm 

It  will  be  noticed  that  in  these  three   which  I  qaote^ 
pain  was  present  in  the  kidney.      It  would  naturally  bo 
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expected  that  some  such  symptom  referable  to  the  kidney 
would  be  always  present  if  the  kidney  is  tuberculous, 
whenever  the  orifice  is  golf-holed,  but  this  apparently 
is  not  so.  In  most  of  the  cases  (50  per  cent.)  there  is  no 
complaint  of  any  renal  pain.  In  only  28  per  cent,  is  there 
any  marked  renal  pain  mentioned.  Is  the  renal  tubercu- 
losis then  latent  ?  for  the  patient  is  only  distressed  by 
supra-pubic  or  rectal  pain  and  by  frequency  of  urination. 
I  believe  so.  The  connecting  link  lies  in  a  case  which 
consulted  me  for  vesical  irritability  (Case  20).  There  was 
a  golf-holed  ureter,  but  there  was  never  any  renal  pain 
in  the  entire  history  of  the  case,  until  a  fortnight  before 
the  lady  died.  But  even  without  this  link  I  am  satisfied 
that  the  kidney  may  be  actively  tuberculous  without  pain, 
for  I  have  removed  the  kidney  for  advanced  tubercle,  and 
yet  no  pain  has  been  noticed  in  the  organ. 

On  glancing  through  this  list  of  fifteen  cases  the  reader 
will  note  how  early  the  "  golf -hole  "  condition  was  found  in 
the  symptomatology  of  the  disease. 


Fifteen  Cases  of  "  Golf-holed  ''  Ureteric  Orifices. 


Caae 
No. 

1 

Sex  and 
ag«. 

Bladder 

Kidney  symptomt. 

Condition  of  oretferic 
orifice. 

F.,  set.  24 

6  months 

14  days'  right  renal 
uneasiness 

Right  golf-holed. 

3 

M.,  set.  24 

2  months 

None 

Right  golf-holed.  ^ 

8 

M.,  set.  ? 

Some  months 

None 

Left  golf -holed. 

16 

M.,  set.  28 

1  month 

2  months'  left  renal 
pain 

Left  golf -holed  and 
£awn  out. 

19 

F.,  set.  44 

18  months 

Indefinite  left  loin 
pain 

Left  golf-holed. 

20    F.,  set.  24 

18  months 

None 

Left  golf-holed. 

i25 

M..  set.  30 

5  weeks 

None 

Right  golf-holed. 

•  27 

F.,  set.  24 

12  months 

Occasionally  left  loin 
pain 

Left  golf-holed. 
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CAM'     8«xftod 


No. 


29 
U 
85 


■««. 


Bladder 


KMney  tympiotiiA. 


Cooditiao  of  I 


M.,  set.  34 
F.,  St.  32 
M.,  tet.  26 


36     R,ffit.  29 


M.,  let.  13 

F.,  eet.  33 
M.,  ffit  25 


2  montJis 

5  years 

12  months 
4ye&rB 

5  montha 

6  months 

10  days  se- 
vere bladder 

symptoma 


12  tnonthji*  pain  in 
right  kidney 

None,  but  Mdney  un< 
easiness  after  Koch 

None 

3  years'  dmgging  in 

left  loin 

An  occasional  aching 

over  right  Mdney 

6  months  ago 

None 

None 


Right  golf 

Eight  golf-holad. 

Eight  golf -holed. 
Left  golf -holed. 

Eight  golf -bolad. 

Left  golf-holed. 
Bight  golf-holed. 


In  one,  ten  days  after  the  onset  of  gymptoms,  a  well- 
defined  chronic  change  was  found  in  the  ureter  (Case  49). 
In  another  (Case  25)  the  same  appc^ared  after  five  weeks, 
and  in  soveral  the  same  occnrred  after  a  few  months.  It 
is  therefore  important  to  hazard  the  question.  How  long 
does  it  take  for  these  changes  in  the  ureter  to  become  so 
marked  as  to  transft^rm  a  healthy  ureteric  orifice  into  a 
golf-hole-like  opening  in  the  bladder  ? 

I  cannot  hazard  any  average,  but  I  may  say  I  should 
tliink  the  change  needed  months,  for  I  examined,  in  May, 
J 899,  a  male  patient  (Case  35)  who  had  tubercle  in  the 
urine  and  symptoms  of  vesical  tuberculosis  of  two  months* 
duration.  The  cystuscope  showed  me  that  both  ureteric 
orifices  were  deeply  reddened,  but  the  lips  were  un* 
changed.  I  examined  ten  months  later  (February'  3rd, 
lfiOO)j  and  I  saw  the  right  nn^teric  orifice  golf-holed. 

Now  if  it  takes  time  to  change  the  ureter,  and  this 
change  is  noted  by  means  of  the  cystoscope  tmi  days  after 
the  onset  of  symptoms  of  bladder  tuberculosis,  does  it  not 
point  to  latent  disease  of  the  kidney  cjuietly  affecting   the 
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ureteric  tube,  and  giring  no  evidence  of  its  presence  until 
the  irritating  urine  erodes  the  bladder  surface  and  a 
sudden  attack  of  cystitis  draws  attention  to  that  organ  ? 

I  have  always  held  that  primary'  renal  tuberculosis  occurs 
in  the  male  in  16'8  per  cent,  of  all  cases  ;*  but  if  we  judge 
the  question  on  cystoscopic  grounds,  the  percentage  in 
which  the  kidney  is  primarily  attacked,  and  in  which  the 
disease  descends  to  the  lower  urinary  tracts^is  higher.  Israel 
believes  primary  renal  tuberculosis  to  be  veiy  common. 
Among  twenty-one  cases  operated  upon  by  him,  sixteen 
were  apparently  instances  of  primary  infection. 

Therapeutic  and  Operative  Indications  afforded  by  a  Golf- 
holed  Orifice  in  Tuhercnloaia, 

Assuming  that  the  interpretation  of  the  facts  just 
recorded  is  accurate,  and  that  latent  renal  tuberculosis  is 
present  with  a  golf-holed  ureteric  orifice,  it  follows  when 
the  surgeon  is  dealing  with  a  case  with  symptoms  of  early 
vesical  tnberculosis^ — frequency  at  night,  meatal  pain,  the 
tubercle  bacillus,  pes,  and  occasional  blood  traces  being 
present  in  the  nrine^ — that  the  cystoscope  should  determine 
the  absence  or  presence  of  a  golf-holed  ureteric  orifice. 
The  instrument  should  be  especially  employed  in  females 
and  in  males  who  present  no  evidence  of  genital  tubercle. 
If  a  golf-holed  ureteric  orifice  is  discovered — and  only  one 
will  be  found  in  the  early  stages — the  surgeon  knows  that 
he  has  got  an  open  ureter,  and  can  employ  Koch's  injection 
without  danger. t      Moreover  he  may  assume,  I  believe,  if 

•  I  may  remind  the  reader  that  many  writers  hold  that  the  inrolve- 
ment  of  the  Iddmey  is  nearly  always  secondary  to  diaease  of  the  lower 
urinary  tract*  Bokitan&ky,  Kleba,  Simon^  Gnyon  assert  this.  On  the 
other  hand,  many  contend  that  as  frequently  aa  not  tuberculoeiB  U 
primary  in  the  kidney,  and  deteendM,  invading  the  bladder  (I8]ra6l» 
Steinthal,  Hamill,  Cam&rgo) ;  indeed,  H&miU  in  fifty-five  cases  of  renal 
ttibtfrcnloeis  in  ehildren  found  that  nearly  aU  began  in  the  kidney 
(Hektoen-Eiesman,  ^Fathciiogy,*  yoI.  u,  p.  97d). 

t  Eoch'a  injection  tends  to  canae  swelling  of  tho«e  parts  affecti^d  by 
tubercle ;  aUo  to  loosen  and  bring  away  small  debris  particlea.  Both 
these  effects  are  dangerous  if  the  ureter  i^  narrowed  or  blooked* 
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710  retml  fwin  is  complained  of,  that  the  deposit  in  the 
kidney  is  not  large,  and  that  it  can  be  ameliorated  by 
Koch's  injection » 

But  if  the  case  does  not  present  itself  early,  say  within 
a  year,  and  renal  pain  is,  or  has  been,  a  marked  and  con- 
tinuous feature,  nephrectomy  of  that  side  should  be  carried 
out.  But  here  a  word  of  caution.  The  pelvis  is  affected  at 
first,  not  the  cortex,  so  that  no  surgeon,  in  attacking  a 
kidney  which  has  been  the  site  of  continuoiLs  pain,  should, 
if  a  marked  golf-holed  ureteric  orifice  exists  on  that  side 
and  tubercle  bacilli  are  in  fair  numbers  in  the  urine — no 
surgeon  should,  I  say,  be  deceived  by  encountering  a 
healthy  red-looking  kidney  without  shot  or  yellow  blemish 
on  its  cortex,  and  possessing  a  healthy  soft  pelvis  or  ureter. 
'The  disease  is  within,  and  I  have  known  the  surgeon  so 
deceived  by  the  healthy  cortex  that  he  has  replaced  such 
:a  kidney.  Let  the  operator  examine  first  the  upper  and 
lower  poles  for  dense  adhesions.  If  they  are  found  he 
should  feel  if  the  cortex  is  thinned,  or  if  it  dimples  under 
pressure  of  his  finger  here  or  elsewhere.  If  it  does,  he 
can  cut  boldly*  into  the  thinned  area  and  examine  the 
cut  surface  for  tuberculous  ulceration  extending  from  an 
eroded  pelvis.  At  either  pole  or  at  some  other  area  on  the 
cortex  this  evidence  will  be  generally  obtainable,  and  then 
nephrectomy  can  be  conscientiously  carried  out,  to  the 
relief  of  the  patient's  lower  urinary  distress. 

To  recapitulate,  a  golf-holed  ureteric  orifice  denotes  a 
ureteric  tube  swollen  and  atonic,  but  not  tuberculous ;  it 
indicates  a  tuberculous  pelvis,  and  a  kidney  which, 
if  renal  pain  has  been  a  marked  s)nnptom,  should  be 
removed,  the  other  kidney  acting  healthily;  but  if  renal 
pain  has  been  slight  or  absent  it  should  be  treated  by 
courses  of  Koch's  injections,  for  the  ureter  is  open  and  can 
carry  away  the  sloughs  cast  off  by  the  action  of  the 
tuberculin.  The  golf-hole  ureteric  orifice  may  prove  to 
be  some  index  to  the  frequency  of  latent  renal  tuberculosis, 

•  A  light  spnug  vessel-clip  on  the  renol  veaaela  will  render  sn^h  a 
search  bloodless* 
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B,  The  Displaced,  **  Dragged-out "  Ureteric  Orifice. 

I  have  briefij  alluded  to  this  unusual  condition,  and  haye 
stated  Biy  opinion  (page  204)  that  when  it  is  met  withj  and 
tubercle  bacilli  are  also  present  in  the  urine,  it  affords  the 
most  conclusive  cyatoscopic  evidence  that  we  possess  of  the 
partial  destruction  of  a  small,  often  unfeelable  kidney  by 
tuberculosis.  I  mhU  try  to  enlarge  somewhat  upon  this 
theme,  and  to  give  reasons  for  my  belief. 


Original  Caee, 

The  case  which  brought  the  condition  before  my  notice 
was  seen  by  me  in  1885,  and  noted  as  follows : 

A  man  sbL  27  was  under  the  care  of  a  colleague  with  inconttnence 
of  itrine.  He  bad  a  renal  iumoiir  on  the  right  aide,  very  painful  at 
one  spot,  and  there  was  a  history  of  renal  colic  over  a  period  of 
four  years, •  The  right  kidney  was  opened  and  a  quantity  of  pus 
ef-acuated,  Tbe  patient  died.  On  post-mortem  I  found  the  nght 
kidney  a  miiltilocnlar  sac,  containing  inodorous  pus ;  cortex  ex* 
tremeJy  thin;  pelris  very  mnch  dilated,  its  mucous  membrane 
ulcerated  and  tuberculous.  The  right  ureter  from  the  hilum  of  the 
kidney  to  the  bladder  was  greatly  thickened,  especially  in  its  upper 
third,  where  it  resembled  a  thick  thumb.  Its  small  canal  was  eroded 
here  and  there  with  ulcers  which  were  tubercnlous,  whilst  dense 
clumps  of  caseous  material  blocked  the  canal  at  yarious  points. 

The  left  kidney  was  large  and  congested.  Prostate:  right  lobe 
had  two  masses  of  crude  tubercle  the  size  of  horse-beans. 

On  opening  the  bladder  in«  miliary  tubercle  was  seen  scattered 
over  the  eroded  surface,  interspersed  with  small  yellow  clumps  of 
tubercle. 

I  noted  especially— 

1.  The  interuretericbar  was  much  thickened. 

2.  The  right  ureter  at  its  junction  with  the  bladder  was  embedded 
m  A  mast  of  induiuted  infiammatory  tissue. 


•  Author,  "Caw  of  Exfoliating  Cystitis," 
xxzvil,  p*  310, 1880. 


•Path.  8oc  Trans,/  voL 
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3*  That  the  right  ureteric  orifice,  as  seen  in  the  bladder»  was 
drawQ  quit«  out  of  its  uaual  place,  probably  about  a  quarter  of  an 
inch. 

4.  That  tbe  muBcle  wall  of  tlie  right  side  of  the  bladder  was  feliidc- 
ened  in  the  neighbourbood  of  the  ureteric  tract. 

This  displaced  ureteric  oriGce  now  attracted  oiy  atten- 
tion in  cj'stoscopy  in  reno-ureteric  tuberelej  and  from  the 
casea  I  have  noted  in  which  tubercle  was  proved  to  exist 
I  feel  certain  I  can  make  the  following  statements. 


Aitpect  of  the  Dragged-oid  Otifice^ 

Instead  of  the  ureteric  orifice  of  the  tuberculous  kidney 
being  an  inch  or  an  inch  and  a  half  from  its  fallow,  and 
at  the  same  distance  from  the  urethral  orifice^  it  is  seen  to 
be  as  much  as  two  inches  from  either  opening,  the 
interureteric  bar  on  which  it  opens  being  unduly  length- 
ened. Moreover  the  wall  of  the  bladder  around  the  dis- 
placed orifice  seems  -*  pulled  out,"  so  that  the  viseus  is 
slightly  distorted,  and  a  sort  of  funnel  appears  in  the  side 
of  the  bladder  base,  as  if  a  finger  and  thumb  had  hold 
of  the  ureter  in  the  loin  and  was  dragging  it  upwards  and 
outwards.  Indeed,  in  one  or  two  cases  in  which  the 
diseased  kidney  had  been  fixed  by  the  surgeon  under  the 
supposition  that  it  was  a  movable  kidney,  the  side  of  the 
bladder  where  the  ureter  is  inserted  was  so  dragged  out 
that  it  formed  a  deep  tunnel  of  mucous  membrane,  in  the 
depth  of  which  the  ureteric  opening  could  not  be  seen. 
When  seen  the  orifice  is  distinctly  changed,  being  patuloias, 
irregular  in  shape,  and  its  wall  is  thick  and  caked. 

In  every  case  ulcerations  of  a  typical  tuberculous  type, 
with  red  patches  of  extravasation,  were  visible  in  other 
parts  of  the  bladder. 

Lastly,  it  would  appear  from  my  casea  that  the  ureteric 
change  takes  years  (average  four  to  five)  before  it 
becomes  characteristic,  and  is  therefore  essentially  tlie 
type  of  chronic,  long-continued  change. 
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Pathological  Characieri4!ttic>t  of  the  Dra^ged-out  Ureter, 

One  very  salient  feature  will  probably  strike  the 
observer  at  once.  It  is  that  tlie  stress  of  the  disease  has 
apparently  fallen  upon  the  ureter,  and  has  enlarged  that 
tube  so  ^eatly  it  may  even  resemble  a  thumb  or  forefinger 
in  thickness.  This  increase  in  size  is  mainly  due  to  an 
enormous  inflammatory  thickening  of  the  walls  of  the  tnbe^ 
for  the  centre  channel  is  narrowed — so  much  so  that  on 
section  the  tube  reminds  one  of  a  giant  vas  deferens.  Often 
as  not  this  fine  irregular  channel  is  blocked  by  caseous 
particles,  and  even  on  post-mortem  its  sinuous  windings 
are  difficult  to  follow. 

In  consequence  of  this  ureteric  obstruction  there  is  almost 
invariably  great  renal  destruction^  for  that  noticed  is  more 
the  result  of  urinary  back  pressure  and  inflammation  than 
the  effect  of  the  tuberculous  processes,  although  these  are 
also  present- 

The  kidney  may  be  small,  useless,  non-secreting,  its 
pelvis  ulcerated,  its  calyces  dilated,  its  cortex  thinned,  its 
small  cavities  filled  with  thin  gruel,  or  inodorous  pus,  or 
cheesy  material,  and  small  phosphatic  concretions ;  or,  if 
infection  has  contaminated  the  obsoleseed  material,  the 
kidney  may  be  found  inflamed,  having  rapidly  enlarged 
until  it  has  been  transfonned  into  a  multilocular  abscess 
sac,  from  which,  under  the  pressure  of  the  sudden  accu- 
mulation, pus  may  leak  little  by  little  along  the  blocked 
ureteric  channel  into  the  bladder.  Usually,  I  repeat,  tlie 
kidney  is  a  dry  kidney,  which  has  apparently  given  up 
work  in  an  early  stage  of  tlie  disease  from  the  block  of  the 
ureter;  but  it  is  one  which  still  continnes  to  cause  renal 
colic  or  suffering  of  some  severity. 

The  ureter  is  adherent  in  its  entire  coui*se.  Towards 
the  bladder  the  ureter  is  found  embedded  in  much  in- 
fiammatory  material,  and  as  the  canal  enters  the  bladder, 
that  part,  of  the  viscus  is  thick,  indurated,  and  inelastic*"**^ 

Microsropically, — Great  chronic  inflanmiatory  thickening 
i>f  the  walls  is  present ;  the  lumen  is  lined  by  granulation 

*  Of.  originiil  case,  page  40d. 
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The  condition  of  the  kidney  is  in  accordance  with  the 
tendency  to  ureteric  obstruction .  It  may  be  swollen  by 
the  dammed-up  tuberculous  deposits  and  pus,  and  there- 
fore feelable  aa  a  hard,  tender,  ^;c€^  tumour  in  the  renal 
region,  or  the  fluid  part  may  be  absorbed,  and  the  kidney, 
becoming  smaller,  may  retract  under  the  ribs  and  be  in* 
distinguishable  on  palpation, 

I  have  watched  these  fixed,  enlarged  tuberculous 
kidneys  contract  in  size  and  retract  in  position  in  course 
of  two  or  three  years. 

These  statements  may  b©  exemplified  by  the  foUo^ring 
cases. 

Miaa  HcF — .  mL  40,  brought  to  me  in  April,  1901,  for  cystoBCopj. 

History, — May,  1896. — Sudden  attack  of  severe  pain  definitely 
refeired  to  the  right  iliac  region,  accompanied  by  Tomiting  and 
vesical  tenesmus.  At  first  tbe  attacks  recurred  at  intenrak  of  one 
month,  hut  gradually  they  became  more  frequent,  often  a  week  only 
intervening.  The  lady  was  seen  by  an  experienced  physician,  who 
thought  an  enlai-ged  appendix  couM  be  distinguished  **  rolling 
under  tbe  finger/'    Tbe  urine  showed  a  trace  of  albumen. 

1807, — Right  kidney  found  displaced  ;  tbe  attacks  were  therefore 
considered  to  be  renal  coUo  by  a  weil-known  hospital  surgeon,  and 
tbe  kidney  explored  for  calculus.  ''The  kidney  was  incised,  its 
pelvis  explored ;  tbe  renal  substance  and  tbe  pelvis  were  found 
perfectly  normal/'  A  nrinai7  fistula  remained  for  many  weeks.  It 
then  closed,  bat  reopened  occasionally;  pus  always  found  in  tbe 
urine  in  considerable  quantities,  and  the  old  pain  recurred  from 
time  to  time. 

Kovemher,  1900.— Much  bsmatnria,  with  bladder  tenesmus. 

Cyttotcopy  (E,  H*  F.)  (April,  1901, /t?e  years  after  tbe  first  renal 
symptom  had  appeared). — Bight  ureteric  orifice  and  intemreteric 
bar  pulled  right  out  of  its  placet  the  former  being  bidden  by  an 
overlapping  fold  of  tbe  mucous  membrane  of  tbe  right  lateral  wall 
of  the  bladder,  tbe  edge  of  tbe  projecting  fold  being  papillated  and 
of  a  deep  red  colour.  Small  red  tuberculous-looking  areas  over 
posterior  and  superior  wall.    Left  ureteric  orifice  slightly  swollen* 

Diagnons, — Chronic  right  renal  tuberculosis  with  great  tbicken- 
ing  of  tbe  ngbt  ureter  (periuretentis). 

Operative  indications. — Right  nephrectomy  and  ui*eterectomy. 

P  ragnorig, — Good . 

May,  1901. — Tubercle  baeilli  found  in  urine. 
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May  23rd,  190L — Bight  kidney  and  ureter  removed  by  Mr,  J.  M. 
Cotterill,  in  Edinbiirgb,  The  following  details  wei-e  very  kmdlj' 
supplied  to  me. 

The  right  kidney  and  as  much  as  poBsible  of  the  ureter  w^ 
removed  from  behind-  A  great  deal  of  adhesion  was  foand  as  the 
result  of  the  former  operation.  The  ureter  appeared  uniformlT 
thickened,  rather  more  than  one  thii'd  of  an  inch  in  diameter.  Its 
lumen  was  unobstructed.  The  kidney  waa  about  normal  size,  but 
irregular  in  contonr.  On  section  it  looked  at  first  sight  like 
**  surgical  kidney,'*  and  it  presented  three  or  four  cavities  the 
of  small  hazel-nuta  containing  turbid  iuid.  There  was  no  caaeoii 
matter  visible  anywhere  to  the  naked  eye,  but  there  were  numeron 
little  grey  nodules  scattered  over  the  swrface  of  the  organ  and  ovc 
the  section.  There  seemed  to  be  very  little  secreting  kidney  sub- 
stance left.     The  renal  pelvis  was  not  dilated  at  alb 

The  kidney  and  ureter  were  submitted  for  microscopical  exami- 
nation to  Br.  D.  A.  Welsh*  who  sent  the  following  report : 

**  Sections  in  paraffin  were  made  from  the  following  parts : 

**  1.  B^nal  tissue  in  places  not  degtroijcd  bij  excavation. — This  showed 
numerous  foci  of  tuberculosis,  both  in  cortex  and  in  medulla.  The 
resulting  nodules  showed  caseation,  numerous  giant-cells,  and  usually 
an  extensive  overgrowth  of  eonnective  tissue  spreading  out  into  the 
kidney  tissue.  Between  these  nodules  the  kidney  showed  some 
interstitial  nepliritis  and  chronic  catarrh. 

"2,  Eenal  tisane  bounding  walk  of  cavities  iti  kidney.— *The  sec- 
tions I'epresent  the  wliole  thickness  of  the  renal  tissue  between  the 
cavity  and  the  capsule.  The  lining  of  the  cavity  consisted  in  tuber- 
cular granulation  tissue  containing  some  giant-cells.  The  overlying 
renal  tissue  showed  an  extreme  degi*ee  of  chronic  interstitial  change. 
with  obliteration  of  most  of  the  glomeruli  (which  were  reduced  to 
hyaline  necrotic  masses)  and  atrophy  of  the  tubules.  The  inter- 
lobular arteries  were  largely  occluded  by  a  proliferative  endu- 
arteritis, 

**d.  The  uretej*  (about  two  inches  beyond  the  hilum  of  kidney). — On 
cross- section  showed  great  chronic  thickening  of  its  walls »  ~  The 
lumen  was  lined  by  granulation  tissue,  in  which  giant-cells  were 
present.  The  lining  epithelium  had  entirely  disappeared.  The 
lumen,  howevei*,  was  quite  patent,  a  fact  that  is  consistent  with  the 
small  size  of  the  excised  kidney,  and  the  absence  of  any  degree  of 
pyonephroaia.  Moreover,  in  the  sections  of  the  kidney  in  its  more 
healthy  portions  there  was  some  tissue  left  which  would  be  capable 
of  secreting  to  a  small  extent. 

•*4,  Sections  were  made  of  (he  renal  pelvis  also,  but,  beyond  the 
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fact  that  it  appeared  to  he  lined  by  granulation  tissue,  I  could  not 
make  mtich  out  of  it,  owing  to  tlie  way  in  which  the  sections  had 
been  made/' 

I  can  add  an  interesting  seqoel-fact  to  the  above. 
The  lady  returned  to  me  for  cystoscopy  in  October,  1 901, 
after  having  several  courses  of  Koch^s  tuberculin. 

Right  ureteric  orifice,  which  before  was  invisible  and  dragged  out, 
DOW  visible  in  its  proper  place*  but  the  opening  is  gelatinous  and 
indistinct  Over  the  posterior  wall  a  few  patches  of  red  submucons 
eitravasation  still  remain.  Left  ureteric  orifice  swollen,  but  not 
enlarged.  Patient  apparently  in  the  beat  of  health,  and  free  from 
all  iymptoms. 

Another  case,  but  one  in  which  from  first  to  last  no 
tubercle  bacilli  could  be  found  in  the  urine.  I  specially 
quote  this  because  I  believe  it  is  not  an  uncommon  feature 
of  this  particuhir  group, 

Mrs.  L — ,  mt,  24»  sent  by  Dr.  Fowlie,  of  Singapore. 

July,  18&6. — Pain  in  right  side  over  front  of  kidney.  Tried  to 
make  water  and  could  not.  After  an  hour's  straining  she  passed 
it.     Slight  traces  of  albumen  found. 

August,  18&6.— Married. 

December,  18$€.— Fain  on  urination;  also  a  dull  pain  in  right 
side. 

February,  1897.— Frequency  in  micturition,  and  pain  in  bladdei* 
in  coition.  Could  not  lie  on  right  side,  because  of  the  pain  it 
caused  in  her  bladder.    Can  sleep  on  left  side. 

CygtoKoptf  (July,  1898). — Right  ureteric  orifice  like  an  open 
miniature  crater ;  edges  very  red,  and  tucked  in  "  as  if  a  finger 
outside  the  bladder  was  drawing  the  ureter  up  into  the  loin,"  Pus 
efflux  in  puffs.  Left  ureteric  orifice  healthy.  Bladder  held  12  or. 
Patches  of  red  infiltration  on  posterior  wall. 

Nejfhreetomtf  (July,  1898). — Right  kidney  vei*y  adherent. eapecially 
at  upper  end^  but  not  tuberculous  to  sight  or  touch.  Pelris  wall 
thickened.  On  section  the  entire  kidney  was  seen  to  be  eaten  out 
into  larger  and  smaller  tuberculous  abscesses,  containing  gruel- 
like pus.  Aspect  typical*  Ureter  enormously  thick,  like  a  huge 
thumb.  Channel  minute.  It  was  resected  to  brim  of  bony  pelvis. 
Healed  readily. 

1899,— Pregnant,    Gbtc  birth  to  ^ne  boy. 

Cysloseqpy  (Jaly^  1900).— Right  ureteric  orifice:  two  columns  of 
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ioar  tissue  seemed  to  at-iae  from  tliia  orifice  and  radiate  back* 
wards  to  the  postero- superior  wall.  Left  ureteric  orifice  not  seen. 
Entire  posterior  wall  covered  with  small  fine  tubercles,  some  yellow- 
spotted. 

Jul  J,  1901.— Bladder  certainly  reddened,  but  no  ulceration.  The 
right  ureteric  orifice  not  particularly  noticed,  but  streaming  ver- 
tically from  its  position  were  two  or  three  strong  scar  bands  in 
tlie  mwcous  membrane.  Left  ureter  red,  unhealthy ;  lips  a  little 
thick. 

July,  1903, — Well.  No  frequency.  Boy  strong  nnd  well  grown. 
Husband  dying  of  phthisis. 

Mem.  (July  6th,  1898). — No  tubercle  bacilli  in  nrine. 

July  7th J  1898.^ No  tubercle  bacilli  in  urine. 

June  9th,  1902. — No  tubercle  bacilli  in  urine. 

July  3rd,  1902. — No  tubercle  bacilli  in  urine* 

March  lOtli,  1903. — No  tubercle  bacilli  in  urine. 


Probable  Oau^e  of  the  Dragged'Out  Ureteric  Orifice, 

After  investigating  the  fort,  of  the  "  dragged-out  '^  ori 
fice  in  renal  tuberculosis  I  cannot  but  suspect  the  following 
cause : — In  every  case  which  I  have  been  able  to  operate 
upon,  or  examine  the  ureter  visually  and  di^ tally,  that 
tube  has  heen  more  or  less  thickened,  ranging  in  size 
from  a  thick  lead  pencil  to  a  thumb.  In  every  case 
the  kidney  and  the  entire  ureter  have  been  fixed  by  adhe- 
sions. This  fixation  is  merely  inflammatory  (a  natural 
effort  to  shut  off  tlie  dangerous  element  from  the  other- 
wise healthy  body)»  The  contraction  which  takes  place 
in  course  of  time  in  this  inflammatory  mass,  in  its 
lengthj  puts  the  ureteric  tube  on  the  stretch.  Moreover,. 
I  suggest  that  in  certain  cases  there  is  a  great  tendency 
to  fibroid  change  which  increases  the  retraction.  Perliaps 
the  clue  to  the  causation  of  fibroid  phthisis  would  furnish 
the  correct  solution  to  the  problem  of  these  retracting 
ureters.  Any  way,  in  some  cases  the  ^'  drag  *'  on  the 
ureter  seems  to  arise  when  the  kidney  recedes  under  the 
ribs  towards  the  Hver  or  spleen^  as  it  often  does  in 
inflamed  kidnej^s.  In  other  cases  the  "  pull  ^'  appears  to 
be  from  the  contraction  in  the  length  of  the  lower  ureter. 
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I  have  seen,  I  think,  a  markedly  dragged-ont  ureter 
assume  its  proper  position  in  the  trigone  after  its  kidney 
had  been  cut  away,  and  the  ureter  acted  on  by  tuberculin 
(Koch's  new  T.  R.) — ^in  other  words,  when  the  cause  of  the 
"  pull "  was  removed.  But  I  have  seen,  I  must  admit, 
an  orifice  gradually  "  dragged  out ''  after  the  kidney  has 
been  removed,  the  bladder  being  thrown  into  deep  folds 
at  the  circumureteric  area  (Case  32).  I  mention  these 
conflicting  cases,  I  cannot  reconcile  them  at  present ;  pro- 
bably increased  experience  will  afford  af  clue. 

Certain  questions  of  importance  present  themselves. 

I8  a  displaced  ureteric  orifice  a  mark  of  chronic  renal 
tuberculosis^  or  does  it  merely  indicate  chronic  infiltrating 
ureteritis  ? 

I  have  certainly  met  with  minor  grades  of  displaced 
orifices  in  cases  of  simple  infiltrating  ureteritis,  but  I  have 
not  seen  a  typically  dragged-out  opening  except  when 
tubercle  was  present  in  the  kidney,  and  there  was  great 
thickening  of  the  entire  ureter.  Still  this  may  be  an 
error  which  increased  experience  may  rectify. 

I  do  not  wish  to  convey  the  impression  that  the  anoma- 
lous position  of  the  orifice  is  the  direct  outcome  of  renal 
tuberculosis,  for  many  cases  will  be  met  with  in  which 
chronic  renal  tuberculosis  is  present,  and  yet  the  ureteric 
orifice  is  in  its  normal  position,  though  its  contour  and 
appearance  will  be  altered.  It  was  present,  in  fact,  in 
only  nine  cases  out  of  50  of  urinary  tuberculosis  (18  per 
cent.). 

Is  the  displaced  ureteric  orifice  a  mark  of  primary 
ureteric  tuherculonis  ? 

The  renal  pain  and  colic  frequently  noticed  as  onset 
symptoms  in  these  cases  rather  point  to  the  occlusion  of 
the  ureter  as  being  an  early  change,  which  leads  to  the 
suspicion  that  in  this  class  of  case  we  have  to  do  with 
primary  ureteric  tuberculosis.  In  fact,  I  believe  I  have 
met  with  a  case  which  will  substantiate  this  belief — a 
case  in  which  the  ureter  was  enormously  thickened  and 
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blocked,  and  the  kidney  merely  atropliied  (page  201).  I 
have  also  removed  a  kidney  in  a  very  early  stage  of  tuber- 
culosis in  which  the  lower  ureter  seemed  shut  off  by  great 
thickening,  but  in  which  there  was  no  change  in  the 
ureteric  orifice  {case  on  page  519). 

It  is  significant  in  most  of  the  cases  I  have  operated 
upon  with  greatly  thickened  ureters  that  the  renal  changes 
appear  to  bo  mostly  due  to  back  pressure,  though  tubercu- 
losis is  also  present.  I  have  been  much  impressed  by  a 
series  of  four  cases  in  which  the  ureter  was  invaded  by  a 
psoas  abscess.  In  these  the  thickening  of  the  ureter  and 
the  ulceration  of  its  mucous  membrane  were  somewhat 
similar  to  those  nutictHl  in  ureters  with  displaced  orifices. 

I  opened  a  right  himliar  abscess  in  a  w*oman  and  evacu- 
ated 20  02.  of  pus,  removing  at  the  same  time  a  piece  of 
bone  from  the  second  lumbar  vertebra.  The  entire  length 
of  the  right  ureter  was  thickened,  and  in  size,  shape,  and 
feel  it  resembled  a  thickened  vaa  deferens.  Here  and 
there  it  was  knottv^ — the  Idiupij  fdl  intact^ — a  statement 
which  may  not  be  worth  anything.  On  cystoscopy  the 
right  ureteric  orifice  was  small  and  round,  and  had  its 
lower  lip  ulcerated. 

The  Causation  of  Chronic  Infiltrating   Vreteritm  in  Betial 
Tuberctdoa^is, 

Why  there  should  be  so  great  a  swelling  of  the  ureter 
in  a  comparatively  small  number  of  cases  of  urinary 
tuberculosis  is  a  subject  upon  which  I  must  not  dogmatise. 

It  is  interesting  to  notice  how  often  these  cases  occur 
on  the  right  side,  and  that  not  infrequently  the  micro- 
scopy reveals  a  short  bacillus  in  the  urine  which  might  he 
classed  as  a  variety  of  the  colon  bacillus. 

If  I  miglit  speculate,  I  should  rather  lean  to  the  theory 
of  a  mixed  infection — the  penetrative  power  of  somo  form 
of  bacillus  irritating  the  middle  and  outer  coats  of  the 
ureteric  tube  ;  and  I  would  question  whether  we  have  not 
similar  changes  in  the  extreme  thickening  which   takes 
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place  around  the  kidney  (perinephritis)  in  certain  cases 
of  pyelonephritis.  Perhaps  also  an  analogy  exists  in  the 
great  thickening  of  the  abdominal  wall  in  chronic  appen- 
dicitis, with  formation  of  pus  in  the  cellular  tissues  behind 
the  cajcmn. 

Clinical  Dedtieiions, 

To  my  mind  the  two  main  lessons  I  have  been  taught 
by  a  retracted,  displaced  ureteric  orifice  (tubercle  bacilli 
being  found  in  the  urine)  are  these  : 

The  ureteric  channel  is  too  warped  and  contracted  to 
allow  further  passage  of  the  waste  products  cast  off  frcnn 
the  kidney  by  the  action  of  the  new  tuberculin.  Its 
exhibition  is  therefore  attended  with  some  danger  by 
causing  the  kidney  to  swell  with  retained  discharges. 
Secondly,  the  extreme  amount  of  perinephritis  and  peri- 
ureteritis is  nature's  method  of  walling  in  tubercle  and 
limiting  its  action.  Hence  the  chronicity  of  such  a  case, 
and  in  absence  of  septic  infection  of  the  bladder  and  the 
opposite  kidney,  the  comparatively  favourable  prognosis 
and  the  hopeful  outlook  after  nephrectomy. 

But  it  must  not  be  concluded  that  the  *'  dragged-out " 
orifice  is  the  only  cystoscopic  indication  of  a  thickened  or 
choked  ureter.  The  probability  is  that  the  mere  displace^ 
ment  of  the  orifice  is  the  fiyial  expression  of  a  greatli/ 
thickened  ureter,  and  that  lesser  grades  of  thickening  are 
seen  earlier  in  the  course  of  the  case,  and  the  cystoscopic 
evidence  of  these  lesser  degrees  of  thickening  is  not  so 
much  the  displacement  as  the  visible  change  in  the 
structure  and  contour  of  the  orifice,  its  edges  becoming 
thickened,  inlaid  often  with  a  wax^like  substance,  the 
opening  thereby  rendered  irregular  and  warped.  This 
condition,  then,  forms  our  next  g^up  of  orificial  changes 
in  tuberculosis. 


c.  An  Irregular f  Thickened ,  Choked  Ureteric  Orifice  denotes 
a  Thickened,  Choked  Ureter, 

I  cannot,  perhaps,  illustrate  this  condition  better  than 
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by  quoting  one  of  the  cases  in  which  the  appearance 
well  marked. 

Mrs.  B— ,  set.  21  (Oaae  39),  sent  by  Mi%  McGregor  Yomi^,  of 

Leeda,  in  October,  1899. 

In  September,  1896,  tbi*ee  years  ago,  flbe  Buffered  from  severe  l^ 
renal  colic*  tbe  pain  commenciag  over  the  front  of  the  organ.    These  , 
attacka  recurred  twice  or  thrice  a  week,  always  witb  pus  in  the  ^ 
urine.     She  was  said  to  have  a  movable  rigbt  kidney,  but  tubercle 
bacilli  were  found  in  the  uvinCr  and  I  was  asked  to  cystoacope. 

CysioBC(^ij  (October,  1899), — Left  ureteric  orifice:  a  distinct  visible 
thickening  of  the  left  ureteric  bar,  and  on  it  was  a  small,  rotmd, 
nmch  niirrow^ed,  normally  placed  opening  of  the  left  ureter,  with 
a  little  tongue  of  red  mucous  membrane  prolapsing  from  it  like 
a  caruncle  in  the  female  urethra.  Kight  ureteric  orifice  healthy. 
Bladder  healthy,  though  it  ia  three  ycai*s  since  the  renal  cx>lic 
commenced,  only  the  veins  of  the  post- trigonal  space  being  large 
and  markedly  full* 

Operation. — Lefi  Mdney  small  and  adherent,     A  small  shot-like  . 
tubercle  on  the  cortex  at  the  upper  pole  of  the  organ*  otherwise  * 
kidney  looks  healthy.    On  section  the  pelvis  was  seen  to  be  exten- 
sively eaten  out  into  tuberculous  cavities,    Tbe  urtter  was  thick 
like  a  huge  lead  pencil,  and  at  its  orifice  with  tbe  renal  pelvis  there 
was  a  thick  layer  of  crude  tubercle, 

Mr,  J,  H.  Titrgett  reported:  **  The  surface  of  tbe  kidney  is 
coarsely  nodular,  but  the  capsule  is  not  adherent.  On  section 
there  is  caseous  pyelitis^  and  numerous  breaking-down  foci  in  the 
cortex.  Microscopical  examination  shows  an  abundance  of  grey 
and  caseous  tubercle  in  tbe  cortical  substance,  and  much  evidence 
of  interstitial  nephritis  with  fibroid  glomeriilij  and  atrophy  of  the 
glandular  tubiilea/* 

September,  l&OO. — Patient  manied* 

July.  1903,— Mr,  McGregor  Young  reports  :  "At  present  she  is 
in  excellent  health,  and  pregnant  six  or  seven  months.  This  is  the 
third  time  sbe  has  been  so.  It  is  a  curious  fact  during  each  of 
these  three  pregnancies  (one  of  three  months,  tbe  seoond  of  six 
months,  and  now  this  of  seven  months)  sbe  has  been  in  exception- 
ally good  health.  Between  these  times  her  health  ia  of  tbe  delicate 
order.  She  has  no  bladder  symptoms  and  no  kidney  pain,  and  no 
albuminuria  at  any  time." 

The  cases  I  have  had  of  choked  ureters  are  probably 
four  in  number.     I  have  seen  more,  but  I  cannot  quote 
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them  without  the  discovery  of  the  tubercle  bacillus  or 
operation  to  demonstrate  beyond  doubt  the  presence  of 
tubercle,  and  these  clinical  essentials  were  lacking.  This 
reservation  introduces  the  remark  that  all  warped  orifices 
are  not  tuberculous.  They  point  merely  to  a  choked 
ureter,  viz.  one  that  has  undergone  chronic  inflammatory 
change. 


No. 

Sex. 

Age. 

Sjmptoinii. 

1 

Ureter. 

Condition  of  orifice. 

17 

M. 

24 

13  months' 
attacks  fixed 
left  xenal  pain 

Blocked  and 

pyelitic 

(nephrectomy) 

1 

Left  side  everted,  lip 

ulcerated,  drcumuretmc 

area  ulcerated  and 

oedematons. 

18 

M. 

87 

2  years'  right 

renal  pain, 

fixed 

A  little 
i    thickened ; 
1      no  lumen 
(nephrectomy) 

Bight  small,  red,  and 
contracted;   surrounding 
area  blotched  with  bloo<L 

39 

P. 

21 

3  years'  left 
renal  colio 

\  Ureter,  like  a 

large  lead 
pencil,  blocked 

at  pelTis 
(nephrectomy) 

Small,  narrowed,  and 
thickened. 

46 

M. 

? 

1 

j        3  years 

1 

p 

blotched  with  blood. 

D.  Massive  (Edema  of  the  Ureteric  Orifice. 

There  is  one  condition  which  is  apparently  rare  (6  per 
cent.)  in  primary  renal  tuberculosis,  and  yet  sufiiciently 
characteristic  to  merit  attention.  I  refer  to  an  enormous 
swelling  of  the  ureteric  lips  and  area.  It  may  be  that 
this  is  but  an  early  stage  of  the  periureteritis  which  1 
have  just  discussed — for  the  symptoms  are  the  same  and 
the  cases  I  have  observed  have  all  been  right-sided.  It 
is,  as  I  have  pointed  out  (page  472),  not  uncommon  to  find 
an  enormous  cedema  of  the  orifice  when  a  stone  is  lodged 
at  or  very  near  the  ureteric  opening  and  is  causing  a  local 
venous  pressure,  either  mechanically  or  by  the  inflam- 
matory reaction  it  induces,  but   it   is   rare  in  tubercle. 
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I  have  only  met  with  it  on  three  occasions — Cases   22, 
23,  and  30, 

A  young  lad,  act.  19,  was  sent  to  me  by  Br.  Weakley  for  right 
renal  pain,  which  he  liad  suffered  from  for  twehe  months  on  and  off. 
It  was  not  severe,  and  there  was  no  nausea  and  no  other  symptoms. 
Finding  a  little  pus  in  the  urine,  I  examined  with  the  eystoscope, 
and  found  the  right  ureteric  orifice  and  its  immediate  surroundings 
puffed  out  into  a  globular  cedematoas  swelling  the  size  of  a  large 
monkey-nut.  The  little  tumour  was  almost  translucent;  it 
glistened  under  the  light,  the  thin  Teasels  mai'king  its  snrlace  like 
watered  silk. 

The  left  ureteric  orifice  was  healthy. 

The  urine  contained  tubercle  bacilli  in  small  numbers.  There 
was  a  small  amount  of  pus.  Minute  ili-fonned  crystals  of  calcic 
oxalate.    No  casts.    A  few  renal  pelvic  cells  and  a  ti-ace  of  albumen. 

He  was  given  two  courses  of  Koch's  new  tul^erculin,  and  a^ain 
examined.  The  cedematous  oiifice  was  flattened*  hat  still  pro- 
tuberant, and  wad  distinctly  of  a  darker  colour. 

He  left  for  South  Africa,  and  on  hie  return  two  and  a  half  years 
hiter  he  i-eported  himself  well  in  eveiy  respect.  I  cystoscoped,  and 
found  the  right  orifice  normal  in  every  respect  and  the  rest  of  the 
bladder  healthy.  On  examiniug  per  recttim  I  detected  a  small 
tuberci|loua  deposit  in  the  right  lobe  of  the  prostate.  There  waa  no 
tubercle  in  the  urine. 


22 

ftex. 
M. 

A«c. 

Sjrroptoroa. 

Condition  of  arefcoric  oriiloe* 

30 

Right  renal  pain 

Right  ureteric  orifice 
c^normonsly  puffed. 

23 

M. 

38 

2  years'  right  renal  pain ; 
colic 

Eight  ureteric  orifice 
enormously  puffed. 

80 

M. 

19 

12  months'  occasional  right 
renal  pain 

Right  lu^teric  orifice 
greatly  puffed. 

The  Analogy  of  Oiib'jtia  of  the  Orifice  wHh  (Ethma  af  the 
Ureter  in  Impacted  Oj^late  of  Litae  Stmies, 

Without  straining  a  point,  I  notice  that  in  one  case  of 
cedema  of  the  orifice  in  renal  tuberculosis  (Case  30)  the 
urine  contained  oxalate  of  lime  crystals.    It  is  a  fact  that 
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most  of  the  instances  of  huge  oedema  of  the  orifice  in 
descending  stone  (r.  p.  472)  occurred  where  the  calculus 
was  composed  of  oxalate  of  lime.  But  more  than  this. 
On  two  occasions,  when  I  have  had  to  cut  upon  the  upper 
ureter  for  impacted  stone,  I  have  found  a  section  of  that 
tube  quite  bulbous,  and  in  appearance  exactly  like  a 
greengage  plum.  The  tissues  were  oedematous  and  of 
lightish  green  colour.  After  dissecting  through  many 
juicy  layers  a  small  oxalate  stone  was  found  in  the 
centre.  I  have  only  seen  this  condition  twice.  Although 
the  causation  is  not  apparent,  yet  the  above  facts  rather 
suggest  that  oxalates  have  the  power  of  producing  marked 
cedema  of  the  mucous  membrane,  and  it  may  be  that  it  is 
the  co-existence  of  an  oxaluria  which  determines  the  un- 
usual orificial  swelling  in  renal  tuberculosis,  to  which 
attention  has  just  been  directed  (p.  511). 

To  recapitulate,  as  far  as  I  can  judge,  the  classes  a,  b,  c,  d, 
relate  to  changes  descending  from  the  kidney  to  the  bladder. 

In  the  first — the  "golf- holed  orifice '* — we  have  evi- 
dence, I  think,  of  latent  early  tuberculous  disease  of  the 
kidney  scalding  the  ureter,  but  renal  symptoms  are  not 
always  present. 

In  the  third — the  narrowed,  irregular,  choked  orifice — 
we  have,  I  think,  an  advance  upon  the  first  in  the  point 
of  age ;  in  other  words,  a  contracting  channel. 

In  the  second — the  "  displaced  orifice  '* — we  have  the 
channel  retracting  and  pulling  the  opening  away  from  its 
normal  position. 

In  the  fourth  we  have  a  doubtful  early  acute  pyelitis 
of  tuberculous  origin  swelling  the  orifice. 

The  weakness  of  the  matter  is  this.  In  every  case  the 
clinician  must  be  satisfied  by  bacteriology  or  the  cysto- 
scopy that  he  is  dealing  with  urinary  tuberculosis,  for  in 
no  case  are  the  changes  in  the  ureteric  orifice  the  outcome 
of  tuberculosis  'per  se.  They  are  merely  the  evidences  of 
the  inflammation  which  tuberculosis  induces  in  the  ureter 
in  about  50  per  cent,  of  all  cases, 
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We  have  now  to  discuss  the  remaining  cases,  and 
of  the  appearances  seem  to  mo  to  mark  an  "  ascending  " 
change,  but  of  this  I  cannot  speak  at  present  with 
certainty. 


E,  Tk&  Ureteric  Orifice  and  Area  are  lost  i%i  a  Vivid  Red 
Submucous  Extravasation  of  Blood, 

It  is  difficult  to  say  what  this  appearance  may  denoteJ 
It  is  a  definite  change.     The  entire  orifice   and   area  are' 
so  blurred  in  a  scarlet  or  dull  red  ha^morrhagic  blotch 
that  the  details  of  the  orifice  arc  not  clear,  and  often  the 
opening  itself  cannot  be  distinguished. 

The  most  characteristic  case  was  that  of  a  woman   tet. 
47  (Case  45)  j  sent  me  by  Mr.  Gilford  Nash,  of  Bedford. 

Tsventy  yeave  ago  she  had  bad  sjmptome  of  left  renal  pain,  which 
was  apparently  du<3  to  intermittent  ureteric  obstruction.  Thns 
the  pain  commenced  in  the  left  side;  it  passed  towards  the  nareJ. 
She  threw  herself  about,  drank  hot  water,  and  in  half  an  bour  to  an 
hour  the  pain  left  her  and  she  passed  a  quantity  of  water. 

She  married  and  had  children,  and  was  free  from  any  renal  gym* 
ptoms  after  childbirth.    ?  Fixation  of  kidney  after  uterine  pressure. 

At  the  age  of  forty,  that  is  seven  years  ago,  the  left  renal  pain 
returned,  though  less  violent.  Two  years  ago  a  knife-cutting  pain 
appeared  in  the  urethra  when  she  micturated,  also  frequency.  This 
piiin  became  continuous  and  was  increased  by  exercise,  ao  that 
now  she  is  unable  to  walk. 

The  cystoscopy  revealed  the  entire  lefl  half  of  the  bladder  to  be 
white  and  scarred  with  old  surface  erosions,  The  left  ureteric 
orifice  could  not  be  seen ;  its  area  was  scarlet  with  submucous 
haemorrhage. 

Nephrecimny^^l  removed  a  tuberculous  multilocular  left  renal 
sac,  the  pedicle  being  embedded  in  tough  fat,  and  the  ureter  as  thick 
aa  a  lead  pencil,  the  channel  being  small.  She  recovered,  but  still 
Butfered  much  from  vesical  irritability. 

It  cannot  be  said  that  the  deep  circnmureteric  extrava- 
aation  points  absolutely  to  renal  implication.  One  seesit^ 
but  less  marked,  in  descending  stone  when  that  body  has 
reached  the  vesical  orifice  of  the  ureter  (cf.  p»  470),  but 
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it  certainly  demonstrates  that  the  ureter  is  becoming 
implicated.  I  append  the  cases  I  have  noticed^  and  must 
await  further  experience  for  a  clue  to  the  direct  indication 
which  the  appearance  may  convey. 


i      1 

Case.  Sex.  Age. 

Bladder  sympUnns. 

Kidney  symptoms. 

opening  and  area. 

3     F.     25 

No  symptoms. 

None 

Bight,  deep  red. 

,  though  posterior  ■ 

wall  was  peeUng  i 

21     F.  ,  23  1    3  years'  cystitis   1    Aching  right 

Bight,  lost  in 

!                                                 kidney 

general  redness. 

44     M.    40  :  6  months'  cystitis  ;     None ;  right 

Bight,  blood-red 

'                                 '  kidney  movable 

and  ulcerated. 

1        1 

and  enlarged 

45 

F.     47  :   2  years'  bladder 

Pain  in  left 

Left,  obscured  by  a 

' 

kidney  for  7  years 

scarlet  extrava- 
sation. 

47     M.     14    6  months'  bladder 

2  days'  pain  in 

Bight,  deep  red. 

50     M.     32      6  years'  bladder   \     "*^"None""^ 

Bight. 

F.  Unclassified  Changes. 

It  is,  of  course,  unsatisfactory  to  find  there  are  appear- 
ances which  cannot  be  classified,  but  I  am  unable  to  group 
a  few,  for  the  appearances  of  the  ureteric  orifices  and 
their  surroundings  under  the  influence  of  extensive  vesical 
ulceration  are  so  varied. 

In  one  (Case  4)  the  orifice  was  so  detached  by  sur- 
rounding ulceration  that  it  looked  like  a  loose  empty 
sleeve-cuff.  Others  were  thoroughly  eroded  or  buried  in 
ulcers  (Cases  7,  14).  In  another  there  was  a  mound-like 
swelling  of  the  entire  left  ureteric  area,  powdered  with  white 
lirae  phosphate.  This  may  have  been  a  massive  oedema 
of  the  orifice  {vide  page  472)  covered  with  white  gravel 
(Case  32),  for  I  removed  the  left  kidney ;  it  proved  to  be 
a  large,  suppurating,  tuberculous  kidney,  and  the  ureter 
was  thickened.  I  examined  this  case  a  year  later.  To 
my  surprise  the  left  ureteric  orifice  could  not  be  seen ;  it 
was  pulled  out  of  its  place,  the  bladder  being  thrown  into 
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deep  folds  at  this  spot.     The  right  ureteric  orifice   was 
undergoing  changes. 

In  two  others  (Cases  9  and  12)  the  ureteric  orifice 
showed  warping  and  irregularity^  and  seemed  surrounded 
by  a  thick  greyish  film. 


Analysia  of  Fifty  Cases  of  Proved  Urinary  Tuberculosis, 


The  "  golf-holed  "  orifice 

The  retracted  orifice   ... 

The  choked  orifice 

Massive  oedema  of  the  orifice   ... 

Vivid  red  periureteric  extravasation 

Unclassified  ... 

No  changes  visible  in  the  orifice 


Per  cent. 

...    15 

...     30 

...      9 

..     18 

...      4 

...       8 

...      3 

6 

...      6 

..     12 

...      7 

..     14 

...      6 

...     12 

50 


100 


CHAPTER   XXVI. 

CASES    OF    RENAL   TUBERCULOSIS    IN    WHICH    NO   CHANGE    IN   THE 
URETERIC    ORIFICE    COULD   BE    SEEN. 

Cases  of  primary  tuberculosis  of  the  bladder,  in  which 
the  ureteric  orifice  appears  only  a  little  swollen  or  not  at 
all  affected,  must  come  under  the  observation  of  the  cys- 
toscopist,  for  the  ureteric  orifice  is  not  always  affected 
quickly  in  t*esical  tuberculosis,  and  patients  are  beginning 
to  present  themselves  for  routine  cystoscopic  diagnosis  at 
very  early  stages  of  their  clinical  history. 

Moreover,  it  would  seem  that  there  are  well-marked 
cases  of  renal  tubercle  in  which  the  disease  appears  to 
be  shut  off  from  the  bladder  by  interstitial  contractin«jf 
ureteritis,  and  these  do  not  appear  to  affect  the  bladder 
readily,  nor  alter  the  appearance  of  the  ureteric  orifice 
early.  Then,  again,  I  suspect  some  cases  of  chronic 
interstitial  nephritis  become  infected  with  tuberculosis, 
and  in  these  complex  cases  the  ureteric  changes  may  not 
Ije  noticed  early. 

I  will  enumerate  the  six  cases  I  have  met  with  in  the 
last  fifty  of  my  work,  and  then  especially  mention  those 
in  which  renal  tuberculosis  existed  without  any  evidence 
of  the  disease  appearing  in  the  corresponding  ureteric 
orifice. 
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Nothing  Abnormal  with  Orifice. 


m 


10 


3a 


m 


Sex ,  ■  Age.  Bympt^casti, 


M. 


H. 

23 

M. 

24 

F. 

m 

F. 

33 

Vvev&He  oriSceti.        Bludcter  and  kldjiey. 


I  23  '4|yeai*8'aymptomi 
I         *  like  veaicAl  atone 


3  or  4  montha' 
Teai(3al  symptoms. 

Becond  examinap 
tion,  4  years  l&terj 
incroaaed  vesical  i 

aymptoms         | 
1  y«mr,  intt^mut*  ; 
tent  symptomli^ss 
he^morrha^s 


Botli  haalthy 


Both  hoalthy 
Both  hwlthj 


Both  swollen 
slightly 


1  year  of  Teeical  Botk  healthy  i  no 

ayinntoms  i  pain  signs  of  3<>ptic 

in  loft  kidney  invasion  of  pelvis 
occasionally 

I 
I 

5  years'  bla<ld«r   '  A  little  iwollen 

symptoms;  9 days' 

right  renal  pain 


M*     iio  I     0  nioutliH*  pain 
!      ill  kift  kidui'v 


Not  altt^rt'd 


QrtJater  paft  of 

bladder  ootqi^ 

with  tubetde. 

Bod  in£ltt^tioii  on 

l^fi  »ide ,-  spurred 

bladder^ 


Posterior  wall 
patched  with 
extravasation. 

Tubereulona  ul<^- 

ratiou  of  posterior 

wall;  noplireotomy] 

left  retia!  tuber- 

culosia^ 

Nephrectomy ; 
right  renal  tuber- 
culosis. 

Ni^pbnvtoiuy;  left  I 
rfiiiil  tuburc'ulotfk. 


The  cases  1  want  to  glance  at  more  narrowly  are  four 
in  number — Cases  6,  10,  33,  and  38, 

Case  6  was  apparently  one  of  intermittent  symptomless  ha3mor- 
rhage  in  a  young  man  set.  24,  brought  by  Dr.  Hewer.  It  bad  been 
noticed  a  year.  The  bleeding  was  bright;  it  was  on  more  than  one 
occasion  accompanied  by  clots,  and  on  the  last  occasion,  which  was 
accompanied  by  *'  discomfort  "  over  the  left  renal  pelvis  in  front,  a 
doubtful  ureteric  clot  was  passed. 

On  cystoscopy  both  ureteric  orifices  were  swollen  and  reddened, 
the  left  a  little  elongated.  The  entire  posterior  wall  was  patched 
with  red  tuberculous  extravasation  and  pea-sized  ulcers.  Tubercle 
bacilli  were  present  in  the  urine. 

All  that  I  can  say  definitely  in  this  case  is,  that  there  was  dis- 
comfort over  the  left  renal  pelvis  for  three  weeks,  with  only  swell- 
ing  and  elongation  of  the  left  ureteric  orifice. 
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But  in  the  next  case  the  orifices  were  more  definitely 
free  from  change* 

Case  10. — A  woman  set.  35»  who  had  sufFered  from  vesical  sjm- 
ptoms  for  one  jear  (acalding  on  urination,  pain  in  Bnpra-pubic 
region  I  increased  on  movement,  blood  in  nrine,  bJadd^r  tender  to 
pressure;  frequencj  twenty  times  an  hour),  complained  of  occa- 
BJonal  left  renal  pain.  The  urine  waa  1007.  There  was  much  pus, 
and  tubercle  bacilli  were  present. 

CifsioMcop^  revealed  both  ureteric  orifices  to  be  healthj.  Xo  signs 
of  ascending  inflammation  were  present,  but  the  bladder  tubercle 
was  obvious  in  tbe  tjpical  ulceration  of  the  posterior  wall,  especiallj 
at  the  right  lower  section. 

Eighteen  months  later  tbis  patient  returned  with  an  enlarged 
left  kidney.  I  removed  it  but  without  cjatoscoping  to  see  the 
corresponding  ureteric  orifice.  Tbe  kidnej  was  very  adherent; 
the  Tea»dft  were  embedded  in  tough  fat.  On  section,  typical  tuber- 
culons  nlceration  of  the  pelvis  was  present.  The  ureter  was 
healthy  but  a  little  swollen. 

This  case  is  mentioned,  but  it  will  be  conceded  that  it 
is  incomplete.  Unfortunately  no  cystoscopy  was  carried 
out  prior  to  the  nephrectomy,  and  changes  in  the  orifice 
may  have  occurred  in  the  interval  between  her  first  and 
second  visit,  for  eighteen  months  had  elapsed  in  this 
interval. 

Bnt  the  next  is  a  definite  case  of  latent  renal  tuber- 
culosis— not  very  advanced,  it  is  true,  but  without  any 
visual  change  in  the  corresponding  ureteric  orifice. 

Case  33.— A  lady  was  sent  me  with  a  history  that  she  had  had 
Teaical  anffenng  for  five  years,  and  nine  days  only  of  right  renal 
pain.  No  renal  tumour.  Tubercle  bacilli  in  mine  in  considerable 
numbers. 

Cystoscopy  showed  the  right  ureteric  orifice  to  have  thick  lips  and 
to  be  pouting  a  little,  but  there  was  no  retraction*  Left  ureteric 
orifice  was  a  healthy  slit ;  its  lipe  were  a  little  swollen. 

I  removed  the  right  kidney ;  it  was  small,  easily  dislocated^  not 
very  adherent,  Tbe  cortex  looked  quite  healthy,  except  for  two 
small  shot  or  tubercles  at  the  lower  pole.  About  the  middle  of  the 
anterior  surface  I  found  a  thin  line  of  crude  tubercle.  Tbe  cavity 
of  tbe  pelvis  was  eroded  into  tuberculous  cavitieSp 
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The  pelvic  wull  was  thick,  likewise  tbe  ureter.  There  were 
no  tjpical  giant-cell  systems  in  tbe  ttreter,  but  the  inBammatoty 
tissue  in  the  outer  coat  of  the  tube  was  arranged  in  well  defined 
nodules,  whicli  was  veiy  suggestive  of  tuberculosis.  The  mucous 
menibrane  was  on  affected.  Four  and  a  half  years  later  there  were 
no  bladder  symptoms. 

The  last  caso  I  have  to  record  is  an  interesting  example 
of  well-nmrked  renal  tuberculosis  without  ureteric  oi-ificial 
change. 

A  patient,  a  male  aged  25,  was  sent  to  me  with  a  kidnojr  radia- 
gmph  and  a  diagnosis  of  four  small  stones  in  the  left  kidney. 
There  httd  been  no  vesical  symptoms,  but  great  pain  in  the  left 
kidney  for  six  months.  The  urine  was  stated  to  be  absolately 
normal ;  no  blood  nor  albumen,  sp.  gr.  1022,  only  a  few  pU8*celI& 

I  disagreed  with  the  X-ray  diagnosis^  because  the  shadowa  wete 
small  and  much  scattered. 

On  cystoscopy  I  found  there  was  no  abnormttlity  about  the  leftl 
ureteric  orifice.     It  might  possibly  have  been  a  trifle  larger  than  the 
right.     The  vessels  of  the  trigone  were  unusually  well  marked^  but 
there  was  no  evidence  of  tubercle  in  the  bladder* 

Ncphredomij,— On  cutting  on  to  the  left  kidney  I  found  it  muck 
enlarged  and  very  adherent,  but  there  was  no  evidence  of  tubercle 
on  the  surface.    I  int  rod  need  a  trocar  into  the  body  of  the  organ  j 
and  drew  off  some  ounces  of  inodorous  pus  and  urine.     Controlling^ 
the  vessels  at  the  hilum  I  laid  the  kidney  open  along  the  cort<^, 
and  found  the  pelvis  to  be  tuberculous.     I  thereupon  removed  it. 
On  bisecting  it,  each  pyramid  was  seen  to  be  almost  eaten  awaj 
into  irregular  cavities,  the  base  of  each  being  occupied  hy  crude 
tubercle  which  had  not  broken  down  (Plate  XXVI).     The  pelvis 
was  thickened  and  dilated,  the  mucous  membrane  deeply  congested 
and  inflamed,  but  not  ulcerated.     The  ureter  for  the  upper  four 
inches  was  dilated  and  thick* walled.     It  was  blocked   below   by 
interstitial  thickening.    This  caae,  I  presume,  is  one  of  primary 
renal  tuberculosis  with  interstitial  ureteritis,  the  channel   of  the 
ureter  being  blocked   about  the  pelvic  brim  ;  as  no  tuberculous 
pyuria  issued  into  the  bladder,  there  was  no  real  swelling  or  change 
at  the  ureteric  orifice. 


V«rtto^   seciion   of   txtbercoloui   kidney  of  J.   L.|  showing 

sxtensive  deatructioD  of  pyramids  fcnd  crude  tabercle  in  the 

cortical  sones.     Nephfectomy :  relief, 

(Author's  oftia.) 
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CHAPTER  XXVII. 

THE  VALUE  OP  URETERIC  MEATOSCOPY  IX  CASES  OP  CHRONIC 
PAIN  EXPERIENCED  AT  OR  NEAR  THK  REGION  OF  THE 
APPENDIX    VERHIFORMIS. 

I  MUST  omit  many  interesting  points  in  connection  with 
ureteric  meatoscopy,  for  neither  time  nor  space  permits  me 
to  (leal  with  them.  I  cannot,  however,  leave  the  subject 
without  drawing  especial  attention  to  a  very  important 
pitfall — that  of  attributing  all  pain  complained  of  in  the 
region  of  the  appendix  to  disease  of  that  body.  It  is 
held — and  more  especially  since  appendicitis  has  become 
fashionable  with  us — that  any  marked  pain  or  tenderness 
in  this  region  with  co-existing  derangement  of  the  bowel 
should  raise  the  question  of  operation  upon  the  appendix. 
This  is  a  fertile  source  of  error.  I  believe  there  are  few 
consultants  who  have  not  made  the  mistake  of  diagnosing 
right  renal  or  ureteric  disease  as  appendicitis,  and  the 
difficulty  is  acknowledged  by  several.*  I  do  not  suggest 
that  I  have  been  blameless  in  this  respect,  but  I  do 
assert  that  ureteric  meatoscopy  has  occasionally  saved 
me  from  this  error  when  no  swelling  in  McBurney's  area 
was  present  to  guide  me  to  a  correct  interpretation  of  the 
case. 

As  a  matter  of  fact  the  pain  of  movable  right  kidney  is 

•  Mr.  Jonathan  Hutchinson,  jun.,  on  renal  stono  ('  Brit.  Med.  Joum.,* 
Oct.  19th,  1901,  p.  113-i),  says  ho  has  excised  a  normal  vermiform  appendix 
in  a  younpf  man  for  attacks  of  what  he  and  two  physicians  mistook  for 
apxxmdicitis.  Ten  days  after  the  operation  he  passed  a  smaU  renal 
calculus. 

35 
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mostly  felt  at  the  appendix  area,  whilst  stone  descending 
the  right  ureter  can  simulate  appendicitis  very  remark- 
ably. In  many,  the  use  of  the  cystoscope  will  show 
changes  of  the  right  ureteric  orifice  and  establish  the  true 
diagnosis.  The  chanicteristic  changes  chiefly  seen  are 
those  of  dilated  renal  pelvis,  or  of  pyelitis,  or  of  descend- 
ing stone.  The  features  of  these  have  been  already 
described  and  illustrated  in  the  foregoing  pages. 

I  could  bring  forward  a  fair  number  of  cases,  but  I 
will  select  tln^e  or  four  from  the  practice  of  well-known 
ojHM'ators  in  large  hospitals. 

Case  1. — Mr.  J—,  mt.  27  (O.  Per.,  vol.  v,  164),  was  sent  to  me  for 
troutmont  of  a  cystitis  supposed  to  have  originated  after  an  opera- 
tion for  the  appendix. 

His  history  was  that  eighteen  months  ago  he  had  influenza  and 
then  appendicitis,  pain  being  felt  in  the  usual  place  and  in  the  right 
loin.  He  was  operated  upon,  and  the  appendix  was  removed  daring  a 
•*  quiescent "  stage.  But  exactly  the  same  symptoms  recurred,  each 
attack  becoming  more  severe.  Finally  the  right  kidney  swelled 
until  it  became  a  visible  tumour,  a  large  quantity  of  pus  was  passed 
natunilly,  and  all  the  pain  ceased.  Cystitis  now  supervened,  and 
he  canio  under  my  care. 

Cystoscopy. — The  bladder  was  very  slightly  inflamed.  The  right 
ureteric  orifice  was  large  and  open,  its  edge  was  ulcerated;  a  small 
oval  stone  like  a  small  egg  lay  on  the  bladder  base;  the  left  ureteric 
oriliee  was  healthy.     I  evacuated  the  calculus. 

Obviously  the  case  had  been  one  of  descending  right-sided  cal- 
culus. 

Case  2  (Vol.  Pr.,  58, 54).— A  lady,  sot.  22,  was  prematurely  confined 
of  her  second  child,  and  suffered  from  retention  and  cystitis.  In 
convalescing  she  was  seized  by  a  violent  pain  in  the  region  of  the 
appendix,  her  temperature  rose  to  104^,  and  there  was  vomiting, 
constipation,  and  other  symptoms  incidental  to  fever.  An  operation 
was  hurriedly  performed  and  the  appendix  removed.  All  the 
stitches  suppurated,  and  healing  was  greatly  delayed.  The  con- 
valescence from  the  operation  was  marked  by  recurrent  attacks  of 
fever,  vomiting,  right  renal  pain, — in  fact,  by  all  the  symptoms 
which  were  stated  to  have  necessitated  the  appendicectomy.  A 
fresh  practitioner  diagnosed  ri^ht  renal  suppuration,  which  was 
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confirmed  by  a  fresh  consaltant.  I  was  asked  to  cjstoscope. 
RighUsided  pyelitis  was  obviously  present,  and  tbe  case  was  so 
urgent  that  the  right  kidney  was  opened,  although  the  temperature 
was  104°,  and  a  small  pbospbatic  stone  removed.  There  was  an 
uninterrupted  recovery. 

Oasb  3. — ^Male  patient  presented  himself  with  obvious  right 
renal  tuberculosis,  with  deposits  in  the  right  epididymis  and  right 
lobe  of  prostate.  He  had  a  long  fresh  scar  in  the  appendix  region. 
The  operation,  which  he  asserted  bad  been  for  the  removal  of  the 
appendix,  pain  having  been  complained  of  in  that  region  with  fever 
and  constipation,  had  not  made  any  change  in  his  symptoms,  or 
caused  him  the  slightest  relief. 

Cask  4  (Pr.  vol.  42,  4). — I  was  called  to  see  a  lady  with  a  very 
large  abscess  in  her  right  kidney.  A  long  scar  crossed  the  appendix 
region,  and  I  learnt  that  that  body  had  been  removed  a  few  weeks 
previously  for  supposed  appendicitis.    The  kidney  was  removed. 

There  is,  however,  a  clinical  difficulty  still  greater  than 
that  which  I  have  just  illustrated.  I  refer  to  a  co-exist- 
ence of  inflammatory  disease  of  the  appendix  with  that  of 
the  right  ureter. 

In  certain  cases,  which  I  believe,  however,  are  rare, 
the  diseased  appendix  appears  to  infect  the  right  ureter. 
Mild  pyelitis,  and  finally  pyelo-nephritis  of  the  right 
kidney  is  induced.  These  latter  changes  cause  aching  in 
the  right  lumbar  region,  and  if  the  right  kidney  is  at  all 
movable,  and  the  ureter  badly  inserted  into  the  renal 
pelvis,  destructive  right  renal  changes  ensue.  The 
diseased  appendix  may  be  removed,  but  the  right  kidney 
still  continues  to  ache,  pus  still  continues  to  appear  in  the 
urine,  and  not  infrequently  the  Bacilhis  coli  communis  is 
found  in  it.  Cystoscopy  shows  swelling  of  the  right 
ureteric  orifice.  In  such  cases  I  prefer  attacking  both 
viscera  at  one  sitting. 


CHAFTEB  XKVnL 


m  TALUS  OP  m  cnfornxn  or  dibbasis  or  ths  rwoBnoE 

euoiD. 

Tsis  meibod  of  'ezammation  will  nofc  be  foiled  of  miidi 
'  Talne  in  diseases  sferictly  locaUsed  to  the  prostate  gla&d, 
or  mainly  affecting  it;  in  hust,  with  the  exception  of 
detennining  tiie  presence  or  absence  of  a  median  or  a 
lateral  intra-Tesical  projection  of  the  enlarged  prostate, 
especially  in  tiiose  cases  whidi  are  felt  to  be  of  normal 
or  of  nearly  normal  size  per  rectum,  the  <grBtoBoope  is 
often  positively  harmfnL  It  is  obyions  that  the  prostatic 
channel  when  distorted  by  inflammation,  tuberculous 
deposit,  stone,  or  growth  offers  so  much  obstruction  to 
the  passage  of  the  instrument  that  undue  violence  has  to 
be  exercised  before  the  operator  can  introduce  it.  The 
immediate  result  of  such  action  would  be  a  haemorrhage 
which  would  in  itself  prevent  an  accurate  visual  diagnosis 
being  made,  and  the  remoter  effect  would  probably  be  an 
inflammation  of  the  gland,  which  might  lay  the  train,  or 
indeed  light  up  an  explosion  of  vesico-ureteric,  and  even 
renal  energy  of  a  disastrous  nature. 

But  even  with  these  drawbacks  it  cannot  be  said  that 
the  cystoscope  is  useless  in  the  "  prostatic  "  age  (aet.  45 
to  70),  for  if  its  introduction  is  easily  effected,  the  operator 
is  enabled  to  diagnose  median  and  lateral  intra.- vesical 
outgrowths  of  the  gland,  and  to  detect  other  vesical 
conditions  such  as  encysted  stone,  which  may  guide  him 
in  the  selection  of  an  appropriate  line  of  treatment.  A 
few  hints,  therefore,  upon  the  judicious  selection  of  cases 
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of  senile  enlargement  of  the  prostate  for  cystoscopy  will 
not  be  inappropriate. 

Selection  of  "  Prostatic"  Patients  for  Cystoscopy. 

1.  Preliminary  cross-examination  relative  to  Renal 
Function  is  imperative. — It  should  be  a  rule,  and  one 
which  should  be  most  rigidly  enforced,  that  no  patient 
over  forty-five,  suffering  from  nocturnal  incontinence, 
great  thirst,  and  morning  nausea  should  be  submitted  to 
cystoscopy.  The  examination  will  only  end  in  disaster,  and 
usually  the  only  clinical  evidence  obtained  by  it  will  be  the 
demonstration  of  a  small  median  prostatic  lobe.  The 
clinician  need  not  assume  because  the  urine  is  brilliantly 
clear,  and  because  it  contains  no  casts  and  no  albumen,  that 
the  kidneys  are  working  well,  and  therefore  a  cystoscopy 
is  harmless.  Such  an  assumption  is  indefensible  in  the 
present  state  of  our  knowledge  of  the  renal  function. 
The  kidneys  of  a  man  with  these  three  marked  symptoms 
are  not  able  to  bear  any  shock  or  any  inflammation,  for 
they  are  secreting  but  little  beyond  water,  and  are  only  just 
able  to  keep  the  patient  living.  The  slightest  extra  strain 
such  as  that  induced  by  mild  cystitis  or  pyelo-nephritis 
will  cripple  the  functions  of  the  kidneys,  and  severe 
constitutional  disturbance  will  result,*  or  the  patient  may 
even  succumb.  Hence  it  is,  I  submit,  of  the  first  import- 
ance that  preliminary  questions  should  be  put  to  the  patient 
relative  to  nocturnal  incontinence,  thirst,  and  morning 
nausea.  Cystoscopy  may  be  undertaken  with  the  first 
symptoms  without  result,  provided  the  introduction  of  the 
instrument  is  easily  accomplished ;  it  may  even  be  under- 
taken 'with  the  first  two  and  only  a  moderate  reaction 
ensue,  but  with  all  three  the  investigation  is  undoubtedly 
dangerous. 

2.  Preliminary  investigation  of  the  Rectal  Face  of  the 
Prostate  is  essential. — It  is,  or  should  be,  a  golden  rule 


*  A  parallel  is  to  be  found  in  orer-ontting  the  com  of  a  nuui  with 
adranced  atheroma  or  senile  degenemtiiiii  of  *^^ 
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that  no  male  patient  sliould  he  cjstoscoped  without  a ' 
rectal  examination  of  the  prostate  and  the  base  of  the 
bladder  having  been  first  undertaken.  This  rule  should  be 
even  more  strictly  adhered  to  in  dealing  with  patients  over 
forty-five.  The  operator  who  neglect.s  this  very  ordinary 
precaution  and  who  fails  to  make  a  digital  examination  of 
the  prostate  courts  failure,  for  many  contra-indications  to 
cystoscopy  are  to  be  found  pt^r  r\-cfmn. 

The  chief  condition  which  would  lead  one  to  anticipat 
a  difficulty   in   passing  the    cystoscope    is    a    marked 
equality  in  the  size  of  the  lubes  (localised  inflammation^ 
fibro-adonoma) , 

Those  conditions  which  absolutely  contra-indicate   the' 
examination  are : 

(a)  A  marked  denseness  or  hardness  of  one  or  both 
lobes  *  (tubercle,  stone,  carcinoma), 

(b)  A  prostate  of  abnormal  size  lengthways  (not  tran^ 
versoly)  one  whose  summit  cannot  be  reached  by  the  indcJ 
finger  (fibro-adenoma,  carcinoma  of  an  advanced  stage), 

3,  Tin:  vi/Hosajpe  u^ed  should  have  an  apprapTiate  rur 
mid  not  a  sharp  elhou\ 

'^  Prostatic  "  cystoscopes  (page  37),  or  those  furnished 
with  a  curve  like  the  calculus  sound  (page  27),  should  be 
used  in  cases  in  which  the  prostate  is  known  to  bu  enlarged. 

Any  prostatic  obstructiou  which  does  nut  readily  yield 
when  the  ocular  end  of  the  cystoscope  is  lowered  should 
be  respected,  and  this  method  of  examination  should  bo 
carried  out  under  anii.\sthesia  or  abandoned.  ^ 

Some  prostatic  channels  which  resolutely  obstruct  the™ 
passage  of  the  cystoscope  are  easily  traversed  when  the 
patient  is  under  the  influence  of  an  ansesthetic.  As  a 
general  rule  it  is  wiser  to  administer  this  after  the  age  of 
fifty  in  patients  who  are  suffering  from  obscure  vesical 
eymptomSj  and  be  prepared  for  litholapaxy  or  other 
operations  than  make  two  sittings  of  the  case. 

•  Author,— (a)  The  rectal  contour  of  1000  prostates.  •  Brit.  Med. 
Journal/  vol,  xvui,p,  9;  (6)  hard  carcinoiaa  of  the  prostate  gland,  •Edm. 
Med.  Journal/  vol.  xix,  p.  7, 
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It  may  be  here  remarked  that  the  most  insarmonntable 
prostatic  obstructions  are  dae  to  hard  carcinoma  of  the 
snbtrigonal  parts  of  the  prostate. 

Some  of  the  worst  renal  reactions  due  to  prostatic 
instrumentation  which  I  have  witnessed  have  been  evoked 
by  passing  a  cystoscope  through  a  gland  hardened  by 
years  of  sexual  excess  and  recurrent  septic  invasions. 

The  Value  of  Cystoscopy  in  Senile  Enlargement  of  the 
Prostate. 

The  opinion  of  the  profession  is  at  present  divided  as 
to  the  best  route  to  be  adopted  in  enucleating  the 
adenomatous  lobes  of  the  enlarged  prostate.  One  school 
advocates  the  supra-pubic  route  in  all  cases  and  condemns 
the  perineal ;  another  contends  that  the  supra-pubic  method 
is  unnecessarily  severe  and  advises  the  perineal  line  of 
attack.  Probably  the  balance  of  opinion  will  be  to  remove 
all  very  big  elastic  prostates  by  the  supra-pubic  route  and 
all  medium-sized  and  small  prostates  by  the  perineal  route^ 
while  the  cystoscope  will  only  be  used  in  the  latter  cases 
to  determine  as  to  whether  a  median  lobe  or  a  collar  is  the 
main  source  of  the  prostatic  symptoms^  and  as  to  whether 
it  can  be  cut  through  by  Bottini's  method  or  removed 
better  from  above  than  from  below. 

Only  one  point  need  be  impressed  upon  the  cysto- 
scopist.  No  median  lobe  as  seen  by  the  cystoscope  is  as 
large  as  the  instrument  reveals  it. 

In  all  cases  the  prism  must  of  necessity  almost  touch 
the  "median"  lobe,  and  that  projection  is  necessarily 
magnified  by  the  approximation  of  the  lens  to  the  object, 
for  the  nearer  the  object  is  to  the  lens  the  larger  it 
appears.  Unless  this  magnifying  power  of  the  cystoscope 
is  taken  into  consideration  the  operator  may  decide  that  a 
really  small  lobe  is  a  very  large  projection,  and  that  the 
supra-pubic  route  is  necessary.  Then  on  examining  the 
bladder  neck  with  his  finger  introduced  through  the  supra- 
pubic incision  he  will  be  much  chagrined  to  find  that  the 
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median  or  lateral  projection  is  in  reality  small,  and  that 
ho  lias  been  deceived  by  the  magnifying  power  of  Ihe  leui?. 


The  Cyf*to8copic  Edamifiation  of  an  Enlarged  Prostatic 
Ouigrowih  [Litra-vesical) , 

The  cystoscopist  hainng  duly  cross-examined  his  patient 
{see  page  52o)  and  found  no  rectal  contra-indicatiun  for 
the  instrument  (see  page  525)  arranges  that  five  or  six 
ounces  of  clear  medium  are  present  in  the  bladder.  He 
sues  that  the  pelvis  is  properly  elevated  on  a  thick  cushion 
or  book,  and  that  the  posterior  urethra  is  cocainised,  or 
better  still,  that  an  ani^sthetic  has  been  administered ;  he 
then  passes  the  proper  cystoscope  gently  and  fully  into 
the  bladder  and  turns  the  beak  downwards.  By  gently 
withdrawing  it  a  little  the  beak  will  be  felt  to  impinge  on 
the  back  of  prostatic  enlargement.  But  only  a  small  area 
of  this  will  bo  visible  through  the  window,  and  the  com- 
bined picture  and  mental  appreciation  of  the  character  of 
the  outgrowth  must  be  obtained  by  rotating  tlio  instru- 
ment, guiding  it  by  sight,  so  that  the  prism  skirts  the 
surface  of  the  prujectiun* 

It  is  noted  that  the  projection  is  smooth  and  rounded, 
of  the  colour  of  dull  buccal  mucous  membrane,  that 
Ijchind  it  is  a  background  forinod  by  the  mucous  mem- 
brano  of  tho  adjoining  wall  of  the  bladder  (Plato  XXVll), 
wliich  is  yellowish  w^hite  if  there  be  no  cystitis  present, 
or  reddish  if  the  mucous  meuibrane  is  inflamed.  The 
shape  of  the  lobe  is  now  ascertained,  whether  it  bo  in  the 
form  of  a  collar  or  a  definite  intra- vesical  tumour.  A  few 
minute  cyst-like  bodies,  much  niagnilied  till  they  resemble 
the  size  of  grape  pips,  may  appear  standing  vertically 
on  tho  mucous  membrane  of  the  lobe.  These  are  the 
evidence  €»f  basal  irritation,  and  need  not  be  regarded. 

But  if  the  surface  of  the  lobe  has  lost  its  smoot]i  eha^ 
racter,  and  appears  ulcerated,  nodular,  or  irregular,  the 
question  of  carcinoma  attacking  the  fibro-adenomatout 
prostate  must  be  entertained. 


A 


PLATE    XXVIL 


Sm«ll   p«rt  oi  &  projecting  int»Tesic»l  prostatic  lobe  (in 

**  enUrgemeot  of  the   prostate  *')»    Note  oontrast  of  colour 
of  lobe  with  yellow iiih  white  of  poeterior  wall  of  bladder. 
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I  know  of  no  cystoscopic  diagnosis  more  difficult  than 
that  of  early  carcinomatous  transformation  of  a  fibro- 
adenomatous  benign  outgrowth  when  the  growth  has 
invaded  the  mucous  membrane  of  the  neck.  This  is  due, 
I  believe,  to  the  misleading  magnifying  effect  of  the  details 
of  the  surface,  due  to  the  approximated  prism.  More- 
over, the  surface  is  liable  in  catheter  life  to  all  manner  of 
changes,  inflammatory  and  traumatic,  and  these  being 
magnified  resemble  the  erosions  of  carcinoma. 

In  these  doubtful  cases  it  is  not  of  much  clinical  value 
to  point  to  an  elastic  prostate,  as  estimated  by  examination 
of  its  rectal  contour,  as  deciding  that  the  prostatic  enlarge- 
ment is  benign  in  character,  and  therefore  that  the  changes 
seen  at  the  vesical  orifice  are  benign.  I  have  known 
carcinomatous  change  to  affect  the  vesical  orifice  of  the 
urethra  and  make  its  way  into  the  adjacent  layers  of  the 
subjacent  prostate,  and  yet  the  prostate  per  rectum  to 
feel  clastic  and  benign.  I  have  met  with  an  apparently 
smooth  mucous  membrane  at  the  urethral  orifice,  and  yet 
the  subjacent  prostate  has  been  infiltrated  with  carcino- 
matous material,  although  that  prostate  has  felt  elastic 
per  rectum,  I  admit  these  cases  have  been  examined  at 
the  very  outset,  directly  symptoms  have  appeared,  and 
that  they  are  rare,  but  attention  should  be  drawn  to  them, 
for  they  form  a  small  and  definite  group  by  themselves. 

They  can  be  suspected  by  the  rigidity  of  the  urethral 
orifice  of  the  bladder,  as  appreciated  by  the  introduction 
of  the  cystoscope. 


CHAPTER  XXIX. 


I 
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THE    VALUE    OF  THE  CYST06C0PE  IN  BILBABZIAL  DISEASE  OF  THI 

BLADBEfi  OE  KIBNKY. 

Btlharzia  kwmatohia  of  the  vesical  mucotis  membrmm 
used  to  be  very  rarely  met  with  in  Great  Britain,  but 
since  the  Egyptian  and  South  African  ciimpaigiiss  nume-  ^ 
roua  cases  have  occurred  in  hospital  and  private  practice.  ^ 
I  have  had  at  least  a  dozen  typical  examples.  In  nearly 
every  stage  the  cystoscopic  appearances  of  the  disease 
resemble  tuberculosisj  and  in  the  latest  stage  epitheliomii 
of  the  bladder.  The  history  of  the  case,  and  the  ova 
which  are  usually  to  be  found  in  the  urine,  form  the  clue 
to  the  true  nature  of  the  disease* 

The  disease  is  well  understood.  The  adult  worm, 
Avhich  seems  to  gain  entrance  by  the  skin  or  njouth  either 
in  bathing  or  drinking  infected  water,  inhabits  the  smaller 
tributaries  of  the  portal  vein  of  man,  usually  in  large 
numbers.  The  females,  which  are  the  more  namerous, 
produce  a  vast  number  of  oval  eggSj  130  to  200  fi  long, 
and  50  to  60  f*  ur  more  broad,  each  having  a  spinous 
projection  at  one  pole.  These,  escaping  from  the  portal 
capillaries,  become  diffused  throughout  the  mucous  and 
submucous  coats  of  the  bladder,  rectum,  and  other  pelvic 
viscera.  Microscopically  the  yellowish,  spinous,  oval  eggs 
are  seen  lying  in  the  superficial  layers  of  the  bladder 
wall,  and  around  them  there  is  more  or  less  leucocytic 
infiltration.  The  cystoscopic  appearances  vary  according 
to    the   amount  of    disturbance   the   eggs  evoke   in   the 
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A,^Cliimp    ol    eggs    of    Bilharaia    Hiemftiobia    like 
gr&iDa. 


B.— Mintile   H^mortba^ea  marking    the   areas   of   escape 
of  the  eggs. 


OtL  and  ChnmcLUh,  by  Bait  ^  IktniHamf,^  Jtirf. 
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^^^^^riticous  membrane.  They  may  remain  quiescent^  and 
^lien  appear,  cystoscopically,  as  small  clumps  of  white  rice 
:^Tains  scattered  over  the  bladder  in  patches  (Plate 
XXVIIIa).  Usaally,  howeverj  they  irritate,  and  inflam- 
matory infiltration  occurs  around  them,  and  the  mucous 
membrane  then  appears  to  be  patched  with  minute  bright 
red  points  of  blood,  as  if  the  sharp-pointed  ova  had  just 
escaped  (Plate  XXVUIb).  Severe  grades  of  irritation 
cause  distinct  patches  of  hyper^emia  and  ecchymosis,  the 
nmcous  membrane  becoming  swollen,  and  appearing  up- 
raised, denuded  of  epithelium,  and  obviously  inflamed. 

In  old  standing  cases  papilliferous  outgrowths  are 
found,  and  these,  as  well  as  the  adjacent  areas  of  the 
bladder,  are  covered  with  encrofitations  of  phosphatic 
salts.  Ultimately  epithelioma  may  attack  this  new 
formation,  perhaps  induced  by  the  irritation  of  the  para- 
site. Thus,  in  one  of  mj  cases,  that  of  a  man  who  had 
suffered  from  a  recognised  Cape  Iiaematuria  for  two  or 
more  years,  the  epithelioma  was  most  marked.  When  he 
came  under  observation  he  was  passing  a  large  quantity 
of  blood,  and  sank  soon  afterwards.  On  post  mortem  the 
bladder  was  found  to  be  full  of  nodular  masses  of  epi- 
thelioma, which  arose  chiefly  from  the  walls,  leaving  the 
base  free.  I  could  not  discover  any  ova  either  in  the 
superficial  or  deep  parts  of  the  growth,  although  com- 
petent observers  had  detected  them  in  the  urine  some 
time  before  the  symptoms  increased  in  fatal  severity. 
Secondary  growths  existed  in  the  glands  of  the  pelvis 
and  lumbar  region.      The  liver  was  largely  implicated. 

Griesinger*  gives  the  following  description,  which  tallies 
with  the  cystoscopic  appearances  I  have  noted  in  my 
cases  without  the  knowledge  of  Griesinger's  work  on  the 
subject : 

''The  simplest,    slightest,    and   first    changes    in    the 


•  "  Clinical  and  AnAtomical  ObeerratioziB  on  the  Diseases  of  Egypt/' 
*  Arch,  f .  Ph3r»ioL  Heilkunde/  1854.  Quoted  from  '  Journal  of  Tropical 
Medicine/  April,  1903  -,  article  by  Dr.  Carl  UoebeL 


532 


ELKCTUIC-LIOHT   CYSTOSCOPY. 


vesical  mucous  membrane  consi&t  of  spots  of  hypersemia 
which  are  sometimes  sharply  outlined  and  sometiiaoe 
somewhat  obliterated  at  the  borders ;  there  are  many 
small  extravasations  of  blood,  the  inucou«  membrane  ^^ 
such  places  being  somewhat  swollen  or  puffy,  and  oft€ 
but  not  always,  coated  with  viscid  mucus,  or  with 
copious  greyish -yellow  or  sanguineous  exudation  ;  quaiii 
ties  of  the  ova  of  th^  distomum  are  found  in  tb 
discharges.  In  i^oluted  cases  the  entire  mucous  meu 
brane  of  the  bladder  exhibits  marked  injection 
eccbymosis ;  in  the  great  majority  of  the  cases  the  proc^ 
is  limited  to  small  spots  varying  in  size  from  a  lentil  tol 
sixpeiuiy-piece,  particularly  on  the  posterior  wall  of 
bladder.  In  a  great  many  cases — at  a  later  stage  of 
disease — grcyish-yullQW,  yellowish,  or  dull  white  elevatic 
of  the  mucous  membrane,  mingled  w^ith  many  spots 
pigment,  are  found ;  there  are  occasionally  smc 
leather-like  coatings  beneath  the  mucous  membrane  tl 
appear  as  if  they  had  Iain  in  spirits  of  wine  ;  sometiJi 
however,  the  coating  is  friable,  presenting  a  fine  d^'b 
and  yet  very  lulhercnt.  In  many  cases  the  coating 
permeated  with  urinary  salts,  or  a  firm  sand  consisting  ( 
eggs  or  egg-slic'lls.  On  trying  to  remove  these  patcl 
it  is  found  impossible  without  peehng  off  the  outer  lajf 
of  mucous  membrane  as  welL  TLe  patches  are  oceasic 
ally  very  soft  and  friable,  and  partly  mixed  with 
travasatod  blood.  In  isolated  cases  only  dirty  red, 
or  black  raised  spots  of  pigment  are  found  in  the  othc 
wise  unchanged  mucous  membrane,  or  in  addition 
fresh  injection  and  congestion.  In  one  caae  only,  in 
mucous  menil}rane  beset  with  many  fresh  ecchyine 
there  was  discovered  a  deep  loss  of  mucous  membf 
the  size  of  a  sixpenny-piece,  presenting  an  nlcermtion 
situated  beneath  a  coating  thickly  encrusted  with  ttrioaiy 

salts,  

"All  these  changes  are  attributable  to  extravasati 
and  to  a  process  of  inflammation  set  up  by  the  distoc 
invading  the  smaller  branches  of  the  vessels,  and 
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depositing  their  eggs,  and  the  subsequent  protrusion  of 
the  eggs  from  the  torn  vessels. 

"  In  many  cases,  however,  the  appearances  are  quite 
different.  On  the  vesical  mucous  membrane  there  are 
single  or  heaped-up  excrescences  or  vegetations ;  they  vary 
in  size  from  a  pea  to  a  bean,  and  are  yellowish,  or  of  a 
sanguineous  ecchymosed  appearance;  they  are  slightly 
raised,  wart-shaped  or  fungoid,  the  top  split,  resembling 
condylomata  or  shaped  like  a  cock's  comb  or  raspberry, 
the  base  being  somewhat  constricted.  As  a  rule  their 
condition  is  such  that  the  mucous  membrane  over  them  id 
unchanged,  being  only  somewhat  thicker  and  perhaps  the 
lower  stratum  somewhat  more  adherent  than  in  the  normal. 
Sometimes  they  appear  to  be  injected  dark  red  throughout, 
and  the  body  of  the  prominence  is  formed  of  the  swollen 
submucous  tissue,  which  is  then  soft,  yellowish-brown, 
brittle,  or  marrow-like,  or  it  may  be  firmed  with  a  fleshy 
infiltration  or  entirely  permeated  with  coagulated  blood  or 
pigment  ....  There  are  innumerable  transitions  from 
flattened  and  sessile  patches  to  elevated  and  fungoid- 
looking  protrusions.  The  muscular  coat  of  the  bladder 
is  very  rarely  changed  even  in  advanced  stages,  although 
it  may  be  slightly  hypertrophied,  and  only  once  did  the 
peritoneum  covering  the  bladder  exhibit  dark  pigmented 
excrescences  of  cock's  x;omb  shape. 

"  Dr.  Bilharz  was  able  to  extract  the  distoma  from  the 
submucous  tissue  that  forms  the  excrescences  ;  they  lay  in 
smooth-walled  spaces  which  communicated  with  the  blood- 
vessels. 

"  In  numerous  cases  the  mucous  membrane  of  the 
ureters,  occasionally  independently  of  the  bladder,  exhibits 
the  same  changes  which  in  very  rare  cases  occur  in  the 
pelvis  of  the  kidney  also.  In  the  ureters  the  diseased 
areas  usually  consist  of  irregular,  island-like,  yellowish- 
grey,  slightly-elevated  spots,  which  are  formed  of  a  soft 
but  always  adherent  coating.  As  a  rule  it  is  sandy  to  the 
touch,  and  frequently  contains  a  quantity  of  dark  gravel 
with   a  number  of  ova.     In  thia  situation  the  changed 
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•  '!>.«•  di->;v.<-  i.-.  .nlerni,-  an-1  s*>vore  among  the  fellahs  of  Egypt. 
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pji'Iia  M<"lira/  articlo  "  rarasites." 


CHAPTER  XXX. 

THE    rSE    or    THK    CYSTOSCOPE    1%'    DKTECTTNQ    ANB   lOCALTSIKQ 
FOEKIGK    BODIES    IN   THE    BLADDER. 

The  value  of  the  cystoseope  in  cases  of  foreign  botliea 
in  tlie  bladder  consists  not  only  in  determiniiig  for  the 
surgeon  their  presence  and  nature,  but  also  in  indicating 
to  him  the  means  best  suited  for  their  removal. 

I  give  a  few  illustrations,  selected  from  a  large  series, 
which  bear  on  these  points. 

ExAHPliE  I.— Two  and  a  half  inehcB  cf  ihick  wax  taper  seen  with 
the  eytttoseope  and  removed  fry  the  lUhotrite  from  a  mans  bladder. — A 
man  of  24,  whose  father  waa  a  **  prostatic"  and  used  a  catheter,  was 

suddenly  seized  witb  a  desire  to  imitate  the  procedure.  He  ob- 
tained and  passed  into  his  urethra  a  thick  wax  taper,  two  and  a  half 
inches  in  length.  It  slipped  from  his  fini^ers  and  entered  his 
bladden  Being  ashamed  of  his  escapade,  he  waited  until  cystitis 
had  dereloped,  and  then  consulted  Dr,  Younger,  who  brought  him 
to  me.  His  story  was  rather  discredited,  but  the  white  t^per  could 
be  easily  seen  with  the  cystoscope  floating  about  and  oscillating 
with  every  respiration.  It  proved  most  diflSicult  to  grasp  with  the 
lithotnte,for  it  swung  about  like  the  needle  of  a  mariner's  compass^ 
eluding  the  jaws  of  the  instrument.  By  removing  nearly  all  the 
water  from  the  bladder  one  end  was  readily  caught  and  the  whole 
length  removed.    He  recovered. 

Example  2. — Four  and  a  half  inches  of  glass  wUha  bulbous  ex- 
tfemity.seenin  a  male  Haider  and  removed  by  ike  lithotrite. — My  last 
similar  c^ise  occurred  in  June,  1904.  A  gentleman,  mt.  52,  waa 
exploring  his  own  urethra  with  a  glass  rod  four  and  a  half  inches  long, 
one  end  of  which  terminated  in  a  bulb.  The  glass  slipped  from  his 
fingers  and  disappeared.  Three  weeks  later  he  consulted  Dr.  George 
Morgan,  of  Brighton,  who  sent  him  to  me. 
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ExUKPLi  S,— fi^iJteZcf  (t?i  flower)  of  one  of  the  graeMes  in  a  maU 
bladder. — Some  years  ago  I  was  asked  by  Mr.  Begmald  HatTison  to 
cyetoscope  a  patient  who  presented  himself  with  the  following  stoi-y. 
During  a  drunken  debauch  a  friend  had  taken  the  head  and  stalk  of 
a  piece  of  grass  and  had  passed  it  down  his  penis,  stalk  foremost.  It 
disappeared.  As  nothing  conld  he  felt  with  the  lithotrite  the  story 
was  not  helieved,  but,  on  inti*odwcing  the  cyatoscope  and  taming  it 
towmrdfl  the  right  side  of  the  bladder,  the  flowering  spikelet  of  a 
grass  eould  be  clearly  seen  casting  a  shadow  on  the  sbining  white 
nmcous  membrane  of  the  adjacent  posterior  wall.  The  lithotrite 
being  directed  towards  the  object » the  stem  was  readily  seized  and 
the  grass  withdrawn.  I  am  indebted  to  Mr.  HaiTison  for  permission 
to  allnde  to  the  case.* 

E]tAHPLE6.^ — Gtddeofa  Maisamieurt  or  a  Teevan  nreihrotome  in  a 
fnale  bladder.^ — It  sometimes  happens  that  the  screw  of  a  guide  of  a 
urethrotome  sHps  or  separates  and  the  guide  is  loft  in  the  bladder. 
There  is  neirer  any  reason  for  any  cutting  operation  to  remove  this. 
The  bladder  is  washed  out,  presuming  the  stricture  has  been 
thoroughly  severed  (and,  if  this  has  not  been  done  before  the 
slipping  of  the  guide,  it  must  be  thoroughly  done  by  means  of 
another  guide  and  sheath),  a  lithotrite  is  passed,  the  loop  is  seized, 
and  gently  withdrawn.  If  there  is  any  difficulty,  the  cyatoscope  may 
be  used,  and  the  exact  position  of  the  loop  ascertained*  This  can 
then  he  grasped  by  the  lithotrite  and  Venioyed. 

I  need  not  allude  to  the  many  pieces  of  soft  rubber  catheters^ 
gnidettOr  bougies  which  I  have  removed  in  a  similar  way.  Some 
very  ancient  bougies  are  so  infiltrated  with  pbosphatic  material 
that  they  hare  been  cut  up  with  the  lithotrite  in  the  belief  they  were 
iitone,  and  their  true  character  unrecognised  until  they  appeared  in 
the  If  ash  bottle.  In  such  cases  the  cystoBCope  should  be  passed  at 
the  end  of  the  operation  to  prove  that  the  blsidder  haa  been 
thoroughly  cleared  of  all  pieces. 

Example  7. — Half  a  No.  8  E  Mliver  eathster  left  in  bladder,  the 
heah  iocalUed  tvUh  the  eydogeope^  and  the  piece  removed  h^  %neans  of 
the  Uihoirite.^-lt  does  not  often  happen  that  a  lai'ge  silver  catheter 
bi-eaks  in  the  bladder^  The  following  is  therefore  of  interest.  In 
Hay,  1904, 1  was  asked  to  see  a  patient  with  half  a  silver  catheter 
in  his  bladder »  with  a  view  to  removing  it  supra- pub ically. 

An  old  No.  8  E  silver  catheter,  which  had  been  probably  cleaned 

^  Bepreidated  in  Burchhafdi  and  Feiiwiok»  *  Atlaa  of  Cystoscopy.* 
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Tery  vlgoronsly  and  bad  cracked  in  tbe  process,  was  passed  inU 
bladder  of  a  male  patient,  prior  to  wasbing  ont  tbat  tiscub.  Oh 
depressing  tbe  outer  end  tbe  practitioner  felt  it  snap,  and,  on  wtik- 
drawing  tbe  instniment,  only  a  few  incbes  of  tbe  siraigbt  portica 
was  remoyed.  SeTerat  attempts  witb  forceps  were  tbeii  made  to 
pull  away  tbe  remainder  of  tbe  catheter,  tbe  only  resnit  being'to 
sbove  tbe  piece  into  tbe  bladder,  I  saw  tbe  patient  a  few  boari 
later,  and  realised  at  once  tbat  if  I  caught  tbe  piece  with  the  litLo- 
trite  l>y  its  ragged  broken  etid  and  pulled  it  tbrong^b  tbe  nretbra  I 
should  tear  and  lacerate  tbe  wall  of  that  channel  beyond  repur, 
even  if  I  succeeded  in  dragging  it  through,  which  was  doubtfuL  It 
was  therefore  of  the  greatest  importance  to  know  exactly  where  tli* 
hhint  eye- end  of  tbe  catheter  lay,  so  as  to  direct  the  jawa  of  tlie 
liihotvite  to  tbat  part» 

With  tbe  cyatoscope  I  found  tbe  catheter- piece  lying  transTendy 
with  tbe  eye  resting  on  tbe  right  ureter.  It  wus  now  easy  to  intro> 
duce  the  litbotrite  and  to  seize  the  bhmt  end  of  the  beak  of  tie 
catheter. piece  and  withdraw  it  along  the  urethra.  This  case  ia  a  gooi 
example  of  the  value  of  the  cystoscope  in  saving  a  patient  t 
cutting  operation  and  a  tedious  convalescence  for  the  remoral  of  i 
very  awkward  foreign  body. 


ijumike  M^ 


Example  8, — A  tiippurating  det^rrwid  of  the  oi^artf 
iong  loch  of  hair  into  the  bladder ;  formation  of  »tone  upon  i 
etfsioMCopy ;  laparotomy  ;  perfect  cure.^1  was  consulted  by  a  yoOB^ 
maiTied  lady,  ©t.  27,  for  a  profuse  m*etbral  discharge.  She  was  in 
great  distreas,  as  her  pi^ctitioner  had  expressed  his  opinion  thtt 
she  was  suffering  from  acute  gononbcca.  Certainly  all  the  appear* 
ances  and  symptoms  favoured  this  view*  but  on  cross *exatnination  I 
leai^t  tbat  she  had  noticed,  three  years  ago,  after  her  first  confinr- 
ment,  that  she  was  passing  "  large  lumps  of  htitter  "  in  her  water. 
Since  then  there  had  been  increaaliig  pain  in  her  bladder  and  fre- 
quency of  urination.  Latterly  there  had  been  severe  vesical  irriti 
bility,  great  pain^  and  ranch  muco-pus  in  the  urine,  which  wns  I 
foulest  I  bad  ever  encountered.  On  examining  with  an  or 
catheter  tbe  inatrument  impinged  upon  a  huge  et^ne  which 
to  fill  tbe  bladder,  Tbe  patient  was  reaaaured,  domestic  peae# 
establisbed,  and  litholapaxy  agreed  to,  I  crushed  and  removed,  oo 
May  5tb,  1901,  an  iiTcgular  large  phospbatic  stone  weighing  nearly 
an  ounce,  but  there  was  one  piece  I  always  failed  to  grasp,  though  I 
could  touch  it.  It  lay  at  the  right  side  of  the  bladder  low  down,  I 
passed  in  a  cystoscope  and  saw  the  most  interesting  object  I  hare 
met  witb  in  cystoscopy  (Plate  XXX),    The  bladder  was 


PIiATB    XXX. 


Cystoficapio  view  of  s  wisp  o!  phoffphatic-eDOnulcd  bftir 

enteriDg    bJftdddr    from    &    iuppuratitig    ovarian    dermoid. 

Note  tb«  swollen  rugie.     (Autbor*s  case.) 
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and  Telvety  like  tbe  boweL  At  the  right  side  behind  the  right 
ureteric  oiifice  (which  was  not  a  slit,  but  small  minute  open  hole) 
was  a  distinct  cleft  in  the  red  and  spongy  miicong  membrane.  From 
oat  of  this  cleft  there  spi-ang  a  long  tuft  of  dull  reddish -yellow  hair 
(the  lady  had  brown  bair).  Each  hair  was  covered  with  beads  and 
clamps  of  white  pbospbatic  material. 

The  history  I  had  received,  and  amiled  at, — of  the  lady  having 
passed  lumps  of  butter  in  her  nrine, — the  severe  cystitis^  the 
intensely  ftetid  and  fascal  urine,  and  the  sight  of  the  hair  fixed  to 
the  bladder  wall  gave  me  tUe  clue  and  diagnosis  instantly.  A 
suppurating  dermoid*  had  broken  into  the  bladder.  I  passed  a 
Kelly  tube  into  the  bladder  over  the  cleft,  laid  hold  of  the  lock  of 
hair  with  fine  forceps,  and  drew  it  gently  out  The  moi-e  I  pulled  out 
tbe  more  hair  came  into  view.  It  was  rather  like  pulling  out  the 
hair  stuffing  of  a  cushion.  After  a  large  bundle  of  hair  had  been 
extracted  there  issued  from  a  hole  a  gush  of  the  same  foul  andfcetid 
pus  which  I  bad  noticed  in  the  nrine. 

I  then  performed  abdominal  section,  and  found  a  large  cricket- 
ball-sized  ovarian  dermoid  fixed  in  the  pelvis  to  the  right  side  of 
the  bladder.  I  enucleated  it.  It  smelt  abominably.  I  plugged 
up  the  opening  which  had  existed  between  tbe  bladder  and 
the  interior  of  the  dermoid,  and  brought  out  the  gauze  supra- 
pnbically. 

She  made  a  good  recovery*  and  reported  herself,  June,  1904,  in 
excellent  health.  The  urine  was  clear;  there  were  no  vesical 
symptoms. 

A  coniratt  ca$e. — It  sometimes  happens  that  a  stone  forms  round 
a  foreign  bodyi  of  which  the  patient  either  will  not  or  cannot  give  any 
history.  This  being  detected  by  the  sound,  litholapaxy  is  carried  out. 
The  calculous  deposit  or  crust  is  removed,  but  the  nucleus  is  left  be- 
hind to  induce  a  fresh  accumulation  or  it  is  felt  during  the  operation 
greatly  to  the  curiosity  aud  even  discomfiture  of  the  operator.  In 
such  a  c;ise  the  value  of  the  cystoscope  is  most  striking.  The 
following  may  be  given  as  an  illustration,  especially  as  it  affords 
a  contrast  to  those  already  submitted  to  the  reader. 

Vtncal  ttone  forming  on  a  tplif  umbrella  ring.f — A  deaf  mate,  aat. 


•  Cf,  author. — 'Tumours  of  the  Urinary  Bladder/  Faac,  i. 
+  Quoted  in  author's  second  edition  of  *  Electric  Illumination  of  the 
Bladder/  p.  200;  and  Author,  'Path,  Trans./  1887,  vol.  xzxviii,  p.  193. 
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:^  witli  iaSuiUle  pandjais  of  the  right  aide,  was  broaght  hj  kii 
fktber  for  i^lief  of  symptoms  of  stone  which  had  been  noticed  three 
months.    The  boj  hsd  been  in  the  habit  of  mastnrbating. 

A  stone  was  detected  and  crushed  by  the  late  Mr.  Heycock,  nnder 
whose  care  the  case  came,  and  to  whom  I  was  indebted  for  permission 
to  publish  these  details.  It  was  noticed,  during  the  operation,  that 
the  f  ra^:ments  eracuated  did  not  correspond  to  the  size  of  the  stone, 
which  had  been  gauged  by  the  lithotrite  at  the  commencement  of 
the  operation,  and  the  most  careful  sounding  did  not  reyeal  where 
the  deficit  lay.  The  boy  dereloped  symptoms  of  peritonitis  and 
died. 

I  made  the  post-mortem  and  found  slate<coloui-ed  pas  in  the  sheath 
of  the  right  rectus.    This  collection  proved  to  be  an  extension  up- 
wards of  severe  extra-peritoneal  cellulitis ;  it  had  started  and  had 
spread  from  the  posterior  surface  of  the  bladder.     The  loops  of  small 
intetstine.  which  occupied  the  recto- vesical  pouch,  were  glued  together 
and  to  the  back  of  the  bladder  by  soft  lymph.     The  bladder  and 
prv^tate  were  therefore  removed  en  mas9e,  and  the  former  was  opened 
in  front.    The  vesical  wall  was  thick,  the  cavity  contracted,  being 
only  as  large  as  a  duck*s  eg^.    A  split  india-i-ubber  umbrella  ring 
was  found  behind  the  trigone;  one  side  of  its  circumference  rested 
on  the  inter-uretertc  bar»  and  the  other  dipped  into  an  ulcer  of  the 
posterior  wall.    On  i-emoving  the  ring  and  examining  the  ulcer 
more  carofuUy  it  \v;is  seen  to  have  perforated  all  the  coats  of  the 
bladder,  with  the  exception  of  the  peritoneal,  and  it  was  evident  that 
the  urine  had  percolated  through  this  opening,  and  had  set  up, 
primarily,  a  cellulitis,  and  secondarily  a  peritonitis.  There  is  no  doubt 
that  this  ulcer  was  caused  by  the  foreign  body,  and  must  have  finally 
given  way  under  the  distending  force  of  the  water  used   in   the 
evacuation  of  the  fragments,  for  the  traces  of  the  rush  of  water 
were  visible  under  the  peritoneal  covering  up  to  the  top  of  the 
bladder  in  the  form  of  a  track  of  fine  calculous  debris. 

The  mucous  membrane  of  the  bladder  was  inflamed,  the  ureters 
healthy,  and  the  condition  of  the  other  viscera  apparently  normal. 
It  is  presumable  that  the  split  umbrella  i^ng  had  been  pressed  down 
the  canal  to  produce  erotic  sensations. 

This  case  has  au  important  clinical  aspect,  in  view  of 
the  value  of  the  cystoscope.  It  will  be  at  once  conceded 
that  the  operator  may  be  justly  exonerated  for  having 
left  so  soft,  so  elastic,  and  so  resilient  a  body  as  india-rubber 
in  the  bladder  after   litholapaxy.      Doubtless,    when   his 
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instrument  engaged  the  ring  he  would  suppose  that  a  fold 
of  an  atonic  bladder  had  been  grasped^  and  would  wisely 
desist  from  crushing  the  same^  while  it  is  obvious  that  so 
sound-deadening  a  material  would  give  no  just  or  reliable 
evidence  of  its  presence  when  struck  with  the  beak  of  a 
solid  steel  sounds  though  it  could  have  been  at  once 
detected  by  the  electric  cystoscope,  and  removed  by  the 
lithotrite  without  any  difficulty. 


CHAPTER   XXXI. 

THE   VALUE    OF   THE    CYSTOSCOPK    IN   DETECTING    THE    ORIFICES 
OF    FISTULOUS    TRACKS    OPENING    INTO   THB    BLADDER. 

I  HAVE  hitherto  contended  that  the  value  of  the  cysto- 
scope  in  changes  and  diseases  of  the  mucous  membrane  of 
the  bladder  and  ureter  is  beyond  all  question,  and  I  have 
demonstrated,  I  believe,  that  with  care,  experience,  and 
good  eyesight  a  sound  diagnosis  of  disorders  of  these 
surfaces  is  generally  a  comparatively  easy  task. 

It  is,  however,  otherwise  in  diseases  approaching  the 
cavity  of  the  bladder  from  the  surrounding  subperitoneal 
and  peritoneal  spaces,  for  in  such  instances  the  accuracy 
and,  therefore,  the  value  of  the  method  diminishes.  Thus 
it  is  especially  difficult  to  detect  fistulous  opening's  of  small 
size  by  means  of  the  cystoscope,  and  it  is  quite  impossible, 
upon  cystoscopic  grounds,  to  determine  the  direction  of 
the  track  of  the  fistulous  channel,  the  vesical  opening  of 
which  is  apparent  through  the  instrument. 

No  general  rules  can,  of  course,  be  formulated,  so  that 
the  subject  must  be  dealt  with  by  giving  selected  cases. 
Three  main  forms  of  fistulous  openings  are  to  be  found  in 
the  bladder : 

A.  Those  connecting  the  bladder  directly  with  an  abscess 
not  involving  the  bowel. 

B.  Those  connecting  the  bladder  with  the  bowel  either 
directly  or  indirectly. 

c.  Those  connecting  the  bladder  with  the  solid  viscera^ 
such  as  the  ovary,  Fallopian  tube,  or  uterus. 
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A.  Fistulous  Tracks  Connecting  thb  Bladd£K  with 
Afi8CES8  Sacs  placed  kithkb  Subpeeitonkally  or 
Intba-pkritonkally» 

A  horseshoe  fistula  of  the  rectum  is  a  typical  example 
of  the  devious  paths  which  are  made  by  pent-up  pus  in 

its  effort  to  force  an  outlet.  Probably  a  more  typical 
Oluatration  of  the  extensive  burro  wings  which  pus  can 
form  in  loose  cellular  tissue  is  to  be  found  in  the  pelvic 
abscess.  When  such  an  abscess  opens  into  the  bladder 
it  is  obvious  that  the  orifice  uf  the  track  is  no  guide  to 
the  direction  and  extent  of  the  main  channel,  still  less  to 
its  minute  side  forkings.  Of  what  value,  then,  can  the 
cystoscope  be  in  such  a  condition  ? 

1 ,  The  orifice  of  the  fistulous  track  can  be  detected  by 
its  means,  and  the  area  of  the  bladder  upon  which  it  opens 
can  be  noted  for  future  operative  interference. 

It  is  of  great  operative  value  to  detect  the  orifice,  and 
to  note  the  area  upon  which  the  track  opens,  for  the  first 
step  to  be  taken  in  order  to  cure  the  neighbouring  abscess 
is  to  dilate  the  orifice  of  the  fistula  with  a  probe  or  suit- 
able instrument,  and  then  to  pass  a  flexible  guide  along 
the  main  fistulous  track, 

2,  Seeing  that  the  orifice  of  a  fistula  is  often  small, 
sometimes  quite  minutej  it  is  extremely  difiicuH  to  find  it 
without  a  cystoscope* 

Presuming  that  the  cystoscope  is  not  used,  and  the 
bladder  is  explored  through  the  urethra  by  means  of  a 
Kelly  tube,  or  supra-pubically  through  a  speculum,  the 
chances  of  finding  a  minute  hole  in  a  swollen,  intiamed, 
and  collapsed  bladder  are  small.  If,  however,  the  area 
on  which  the  fistulous  track  opens  has  been  previously 
detected  by  the  cystoscope  in  the  distended  bladder,  it  is 
easy  to  narrow  the  search  by  placing  the  Kelly  tube  or 
the  caisson  speculum  right  over  that  area. 

3,  Some  idea  of  the  propinquity  and  acuteness  of  the 
neighbouring  abscess  may  be  obtained  by  cystoscopy* 

The  mucous  membrane  around  the  vesical  orifice  of  the 


544  MLBCTBIC-LIGHT   CYSTOSCOPT. 


1 


; 


t   his 
trad 


fistulous  track  is  generally  very  oedematous  and  cover 
with  fixedj  swolleiij  pulpy  rugtr.     The  greater  the  swell 
ing  of  the  mucous  merabraiie   the   nearer   the   abscess 
likely  to   be.      The   more  fluid   the  pus  issuing  from  ti 
hole  the  acuter  the  abscess. 

Ci/stostcftpy    of  a    Vesical   Opening    of   a    Fistulous 

hading  to  a  Stqrpitrating  Focus  in   the   neiijhhourht 
of  the  Bladder, 

The  cystoscopist  rapidly  surveys  the  interior  of  ih& 
bladder.  He  will  find  perhaps  that  the  entire  mncous 
membrane  is  swollen^  dullj  and  even  denuded  of  epithelium, 
due,  most  probably,  to  a  subacute  cystitis*  But  his 
attention  will  be  at  once  arrested  by  seeing  a  collection 
gelatin ouSj  dull  red  einiuences,  with  deep  cracks  betwi 
each.  This  marks  the  area  upon  which  the  fistulous  t 
opens,  and  it  is  here  that  the  orifice  has  to  be  searched 
for.  Such  areas  and  orifices  are  not  infrequently  fouud 
on  the  posterior  wall  behind  the  ureteric  openings;  the 
inflammatory  exudation  in  the  pelvic  cellular  tissue  falling 
by  gravity  is  apparently  guided  there  by  the  leashes  of 
veins,  arteries,  and  the  ureters  entering  at  the  Uiw©r 
angles  of  the  bladder. 

But  the  oritice  of  the  fistula  may  not  be  apparent; 
may  be   hidden  under   a  projecting  (edematous  ridge 
fold.      The  ocdematous  area  is  noted^  and  a  watch  is  k 
on  it  for  the  escape  into  the  bladder  of  some  of  the  coif 
tents  of  the  abscess  sac. 

If  the  disease  is  acute  and  the  pus  plentiful  it 
issue  in  fluid  form,  and,  when  pressure  is  placed  on 
belly,  it  may  be  seen  spurting  out  in  a  little  jet. 

If,  however,  the  pus  is  old,  thick,  or  inspissated  and 
the  abscess  sac  healing  and  contracting,  a  long,  tape-like 
process  of  thick,  firm  pus  will  be  seen  emerg'ing  from 
under  a  fold  or  from  a  distinct  crack  just  like  a  telegraph 
tape  rolls  off  a  drum  or  a  macaroni  stick  issues  from  its 
mould, 
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An  Especial  Fallacy, — I  have  alluded  to  the  ureteric 
efflux  of  solid  tapes  of  pus,  and  have  given  illustrative 
cases  (pp.  347,  464).  This  occurs  in  certain  suppurative 
diseases  of  an  inactive  kidney.  Tlie  cystoscopist  can 
easily  di>itiugui5h  between  the  efflux  of  solid  pus  from  an 
abscess  sac  and  that  from  the  ureteric  orifice*  The  former 
appears  between  great  red  swollen  folds  of  mucous  mem- 
brane on  the  posterior  wall,  whilst  the  latter  issue  from 
the  outer  angle  of  trigone,  and  when  the  flow  has  tem- 
porarily ceased  the  ureteric  orifice  appears. 

As  it  is  impossible  to  give  more  than  typical  illustra- 
tions of  the  subject  I  have  selected  the  following : 

ExAHPLS  l.^Multiph  pyiemic  abscesget  after  pregnancf — jmnts 
involved  ;  each  ab$ce^8  gac  opened  and  cured  ;  finally  an  abttcess  bursting 
iiUo  bladder  ;  orifice  found  6y  mean*  of  the  cystascope  and  dilated  ; 
cure.— A  lady  was  sent  to  me  by  Dr.  Valentine  Bees,  of  Brecon. 
She  bad  bad  molliple  pyaemic  abecesscs,  all  of  which  he  bad  drained 
and  cured.  When  all  was  going  on  well,  and  the  lady  apparently 
over  her  trouble,  a  pelvic  absceas  snperTenedi  and  finally  opened 
into  the  bladder ;  the  position  of  the  abscess  waa  doubtful.  On 
cjetoecopy  the  orifice  ot  the  abficesa  was  easily  detected,  and  Mr. 
Woudhouse  Braine,  my  assistant,  and  I  watched  for  some  time  the 
following  curious  plienomenon  of  pus  being  forced  into  the  bladder 
through  a  minute  opening.  On  the  right  lateral  wall  of  the 
bladder  low  down  enormously  swollen  folds  of  mucoue  membrane 
were  seen.  In  a  furrow  between  two  of  these  succulent  rugSB  I 
suddenly  noticed  a  long,  white,  tapewortn-Uke  body  being  forced 
out  It  was  square  ended,  and  appeared  juat  lUce  a  minnte 
tapeworm.  After  about  one  third  of  an  inch  had  protruded,  it 
broke  off  by  its  own  weight  and  fell  heavily  to  the  base  of  the 
bladder. 

Turnitig  the  light  on  to  the  base  I  saw  a  small  heap  of  similar 
ribbons  of  white  material.  These  were  sucked  out  of  the  bladder,  and 
seen  to  be  merely  tape  like  threads  of  iuspissated  pus  une  eighth  of 
an  inch  broad  and  one  Bixtecnih  of  an  inch  thick.  They  were  evi- 
dently being  farced  out  of  an  abscess  sac  into  the  bladder  through 
a  rerj  small  channel  of  communication;  and  probably  the  severe 
pain  which  the  lady  had  been  suffering  from  for  months,  and 
which  had  necessitated  the  daily  exhibition  of  large  doses  of  mor- 
phia, was  caused  by  the  pus  being  pent  up  under  great  pressure. 
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On  introdnciiig  a  probe  together  with  the  electric  cjetoteope  • 
into  the  bladder  I  was  able  to  direct  the  former  ag-ainst  the  open- 
ing whence  the  pus  was  issuing,  and  was  lucky  enough  to  engage 
the  orifice  and  push  it  on  into  the  abscess  sac.  Immediately  a 
cloud  of  pus  swept  over  the  field  and  obscured  the  view.  Giving 
the  probe  to  my  assistant  I  caiitiously  raised  the  pel r is,  and  pro- 
ceeded to  pei-form  laparotomy,  expecting  to  find  a  suppurating 
ovary  on  the  right  side.  After  separating  a  few  omental  adhesions 
I  lifted  the  email  gut  out  of  the  pelvic  cavity,  and  felt  for  the 
abscess,  but  without  aiiccess.  The  right  ovary  felt  normal.  There 
was  no  collection  of  pus  in  the  peritoneal  cavity*  for  I  turned  on 
the  searchlight  and  swept  the  floor  of  the  pelvis  with  it.  The 
peritoneum  was  discoloured  and  thick  on  the  right  aide,  aa  it 
appears  when  suppuration  has  been  proceeding  beneath  it.  Ob. 
viously  the  abscess  was  beneath  the  peritoneum  and  in  the  cellular 
tiasue  on  the  right  side  of  the  bladder.  I  gave  up  the  search  and 
closed  the  woimd,  but  determined  to  attack  the  abscess  sac  from  the 
vagina,  and  drain  it  from  below.  I  made  a  free  incision  along  the 
right  side  of  the  i-oof  of  the  vagina  on  to  the  probe»  expecting  to  hit 
the  abscess  sac  without  opening  the  bladder.  To  my  dismay  I  found 
that  the  probe  had  slipped  out  of  the  sac  during  the  varied  manipula- 
tions to  which  the  patient  had  been  subjected.  After  an  ineffectual 
attempt  to  re- insert  it  through  the  narrow  orifice  by  aid  of  the 
cystoscope,  I  turned  once  more  to  the  incision  in  the  roof  of  the 
vagina,  and  cautiously  dissected  back  between  the  bladder  base,  the 
rectum »  and  the  uterus,  hunting  for  the  emptied  abscess  sac. 

Failing  to  find  it,  however,  although  I  had  gone  dangerously  near 
the  right  internal  iliac  vessels,  I  inserted  a  drainage-tube  into  the 
gaping  wound  in  the  roof  of  the  vagiua,  and  packed  it  round  with 
cyanide  gauze,  hoping,  almost  against  hope,  that  the  stirring  op 
which  I  had  given  to  the  cellular  tissue  would  act  beneficially  npon 
the  abscess  and  induce  it  to  heal.  The  pus  disappeared  from  the 
urine,  the  pain  gradually  lessened^  frequency  of  micturition 
diminished,  and  I  Jearnt  some  years  later  that  the  patient  had 
quite  recovered  her  health,  and  that  no  trace  of  her  bladder  trouble 
existed. 

Example  2,—TypJioid  fever ;  abic^st  hwrBting  Mo  right  side  of  ih€ 
bladder  of  a  woman;  orifice  detected;  expectant  treatment;  cure, — 
In  November,  1900,  Dr,  Redmayne,  of  Haatings,  sent  me  a  young 
lady,  set.  22,  suffering  from  pyuria,  and  with  the  histoi-y  of  an 

♦  This  occiured  before  Kelly's  method  was  introduced »  The  technique 
of  such  operations  has  been  entirely  altered  by  the  Kelly  procedure* 
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abscesfl  having  buret  into  her  bladder.  Tbas,  in  Jiuiep  19O0,  she 
liad  an  attack  of  tjphoidferer,  the  tempei-ature  oscillated,  and  finally 
dropped  in  the  neual  fashion.  Sefen  dajs  later  it  rose  to  101°, 
maintained  this  level  maximum  for  seven  dajs,  and  theii  fcUi  a  lai-ge 
amount  of  pus  coincidentlj  being  passed  with  the  urine. 

She  was  sent  to  the  seaside  and  regained  her  health  gradual] j, 
but  it  was  noticed  that  the  nrine  still  contained  pus,  and  when  it 
disappeared  and  the  urine  was  passed  clear,  her  temperature  rose  at 
once.  On  freelj  washing  out  and  distending  the  bladder  the  dis- 
charge of  pus  usually  recommenced  and  the  temperature  felt 

Cy9io9eopy  (November  28tli,  190U}. — "  There  is  a  sinus  leading  into 
the  bladder  on  the  right  aide  thi'ee  quarters  of  an  inch  behind  the 
natural  position  of  the  orifice  of  the  right  ureter. 

The  size  of  the  sinus  orifice  is  one  thirty- secoud  to  one  sij^teenth 
of  an  inch.  It  is  elongated  transversely^ that  is  to  say,  the  opening 
is  a  fiat  chink  (size  gauged  by  the  pieces  of  inspissated  pus  forced 
through  this  opening  into  the  bladder,  which  I  will  notice  imme- 
diately). 

The  abscess  sac  lies  probably  to  the  right  of  the  bladder,  and  has 
displaced  the  right  ureteric  tube  by  pushing  or  dragging  on  the  tube. 
This  is  inferred  from  the  fact  that  the  right  ureteric  orifice  could 
not  be  discovered  in  its  usual  position,  whilst  the  left  ureteric  orifice 
is  healthy  and  in  its  proper  place.  Moreover,  the  entire  right  side 
of  the  boBe  is  swollen  and  raised  up  in  thick  gelatinous /useci  rugtu." 

The  manner  in  which  I  discovered  so  minute  an  orifice  barie4  as 
it  was  in  the  middle  of  such  huge  swollen  fulds  was  as  follows : — 
Seeing  the  swollen  folds  1  watched  this  area  intently.  After  a  while 
I  saw  a  thin,  fiat  ribbon  or  tape  of  pus  issue  from  the  wall,  in  shape 
just  like  a  tapeworm,  and  roll  down  onto  the  Imse.  The  tape  having 
ceased,  I  easily  saw  the  chink  where  it  had  issued.  After  a  few 
seconds  the  same  phenomenon  was  repeated. 

An  expectant  treatment  for  three  months  was  advised  because  I 
hare  found  that  when  the  pus  is  extruded  in  thick  tapes  that  the 
abscess  seems  healing. 

Second  eysloscopy  (March,  I'JDl)*— Both  ureteric  orifices  detected 
easily,  but  they  are  swollen.  The  right  side  of  base  is  still  covered 
with  heaped-up  gelatinous  rugae,  but  no  pus  tapes  observed.  Con- 
sidered better ;  pus  still  in  urine. 

Kovember*  1902.— Water  quite  clear.  No  difficulty.  Bladder 
free.    Well. 

Jannafy,  1904.^Some  difficulty  due  to  bending  of  urethral  channel, 
probably  contraction  of  in  darned  tissue  lying  to  the  right  of  bladdeiv 
relieved  at  once  by  passing  a  steel  bougie. 

July,  1S)U4. — Well.     Passes  steel  bougie  occasionally. 


548 


KLKCTBIC-UGHT   CYSTOSCOPY. 


B.  Fistulous  Opknings  connkcting  the  Bla^dek  with 

BOWBL,    eiTKRH    InDIKECTLY    OR   DlEECTLT. 

Tlie  cystx>scopist  is  sometimes  asked  to  examine  a 
patient  who  passes  gas  at  the  end  of  urination,  the 
supposition  being  that  the  gas  has  gained  entrance  to  the 
bladder  from  the  bowel,  and  that  there  is  a  eoniinnnicatioii 
between  these  two  viscera.  The  symptoms  may  consist 
merely  in  a  few  larger  or  smaller  bubbles  of  gas  inter- 
fering w^th  the  flow  of  urine,  frothing  the  secretion,  or 
coming  away  in  little  wheezes,  or  whistles/ or  puffs  at  the 
end  of  the  act.  If,  however,  the  gas  is  in  small  amount 
and  no  faecal  material  is  found  in  the  urine,  if  it  causes 
no  pain  and  only  tha  symptoms  of  cystitis  are  present, 
the  clinician  will  act  wisely  if  he  takes  a  more  hopeful 
view  of  the  case.  He  will  bear  in  mind  that  gns  can 
develop  in  the  bladder  through  the  action  upon  the  urine 
of  some  fermenting  organism. 

A  certain  number  of  old  men  suffering  from  residual 
urine,  with  or  without  glycosuria,  complain  of  tliis  sym- 
ptom. It  will  generally  be  found  that  habitual  cathoter- 
isation  has  been  practised,  and  probably  some  organism  * 

♦  Favro  isolated  an  organism  in  1888.    Since  then  mndi  work  liaa 
been  done  on  the  subject. 

Senator  discovered  the  yeast  plant  in  a  glycc»9uriCj  aad  Pbto  the 
Bacillus  cgH  communis. 

In  Hiigar-free  iiriuee^  Favre^  Scliow»  and  Heyse  have  made  detailed 
bacteriologic  studies,  llie  organisms  described  by  theae  authon  ate 
abnost  identical^  differing  only  in  details « in  whicb  there  is  always*  some 
variation.  They  all  belong  to  the  group  of  which  the  Bacillvs  coli 
communis  is  the  type,  and  Heyee  has  identified  the  organism  in  hU  caoe 
with  the  BaciUvs  laelis  aero^cnes.  Schow  names  the  one  found  in  his 
case  Coccobacillus  aerogenes  v€§icm,  Tlie  following  are  the  main  ch&racter- 
isticfl  of  the  three  organisms  •  they  are  plump,  short  rodlcts,  sometimes 
occurring  in  pairs ;  they  grow  aerobically  on  the  varions  media,  forming 
gas  in  the  gelatine  stab  cultures  and  not  h(|uefying  the  ^latine. 
Favro's  bacillus  is  motile,  Schow's  slightly  ao,  and  Heyse'a  non-motila. 
Favre's  form  shows  an  inequality  in  staining,  suggesting  the  fonxi»- 
tion  of  spores.  Urine  media  become  alkaline  after  the  growth  cf 
the  organisms,  excepting  Favre's,  which  produces  acid.  Heyse*s  baciUiM 
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introdttced  into  the  bladder  by  means  of  this  instrument 
is  causing  fermentation.  Cyst^jscopy  only  reveals  cystitis  : 
with  appropriate  vesical  irrigation  and  medicine  these 
cases  get  well. 

Gas  may  even  form  in  the  kidney  pelvis  and  be  seen  to 
escape  into  the  bladder  by  the  ureteric  orifice,  a  circum- 
stance of  extreme  rarity.  Of  such  cases  Kelly  has 
reported  one,  which  I  quote,*  and  three  others  are  in  the 
literature. 

Mrs.  J.  H — ,mt  36,  mamed  Efteen  yeara,  n*para, normal  laboui*fl. 
About  four  monthB  after  marriage  noted  pain  on  urination.  Two 
yeai-a  later  began  to  pass  minute  white  calculi,  and  dunng  tbe  next 
four  years  passed  three  larger  calculi  with  much  pain.  At  present 
has  pain  and  swelling  in  left  lumbar  region  and  constant  pain  in 
bladder,  especially  jiist  before  urination  ;  the  urine  always  contains 
pus ;  for  one  year  has  passed  gas  from  urethra  in  large  amounts. 
Left  kidney  is  felt  as  a  hard  tumour,  the  size  of  two  fists* 

Cysio9copic  examimition  (No.  10  cyatOBCope),  — Bladder  mucosa 
normal.  Right  ureteric  orifice  easily  found  and  normal  in  appear- 
ance»  and  the  urine  clear  issuing  from  it*  The  left  ui-eteric  onfice 
found  by  seeing  issuing  from  it  pus  and  gas  bubbles,  Tljts  was 
wiped  away  and  the  ureter  easily  discoFered  surrounded  by  a  reddish 
area.  On  pressure  over  the  kidney  pus  could  be  squeezed  out  of  the 
ureter,  and  mixed  with  the  pus  were  numerous  air  bubbles.  On 
attempting  to  pass  a  metal  catheter  a  stricture  of  the  lower  portion 
of  the  ureter  was  discovered.  A  flexible,  wax-tipped  IJ  mm. 
catheter  was  easily  passed  on  fir^t  attempt  and  entered  to  the 
kidney ;  no  scratch  marks  on  the  wax.  Pus  withdrawn  was  thick, 
viscid,  and  of  a  foul  odour. 

Nephrotomy  was  done  and  a  drainage-tube  inserted  into  the 
kidney^  after  evacuating  the  gas  and  washing  out  the  pns  which 

is  said  to  produce  acid  also  by  changing  laetoae  into  lactic  acid.  The 
orgaaisma  are  pathogenic  to  rabbits ;  Hayae*8  also  to  guinea-pigs  and 
mice.  The  gases  produced  are  carbon  dioxide,  oxygen,  nitrogen,  hydro* 
gen,  and  marsh-gas. 

•  One  of  the  cases  in  which  tbe  bladder  was  found  distended  with  gas 
IB  described  by  Welch  and  Flexner.  In  this  case  the  organism  was  the 
BaciUus  OffogtneB  captulaim  (Welch),  which  is  distinguished  by  its 
size  and  aerobic  growth.  The  gas  produced  was  chiefly  hydrogen,  and 
burned  with  a  blue  flaiuo.  Quoted  from  Kelly  and  M'Callum, '  Journal 
American  Medical  Association/  1896. 
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was  found  in   iU  cavity.    Tbe   piitient   made    an    uninterrupted 
recovery. 

Cultures    from    tlie    kidney   wei*e    not   definitely    Bucceseful    in 
iflolating  a  single  organiam. 

While  the  cystoscopy  of  tlie  fermc^ntative  pneiimattiria 
IS  easy  and  the  prognosis  favourable  it  is  otherwise  as 
regards  the  diagtiosis,  prognosis^  and  treatment  of 
patients  in  whose  urine  there  is  fsecal  matter  as  well  as 
air.  For,  altliough  the  passage  of  air  per  urethram  is  not 
an  absuhite  certainty  of  a  communication,  yet  food  or 
faecal  material  J  observed  microscopically  or  visually,  ac- 
companying pueumatnria  is  pathognomonic  of  vesico- 
enteric  fistula. 

In  the  larger  number  of  the  cases  of  vesicn-enteric  fistula 
which  I  have  met  with  there  has  been  no  carcinoma 
of  the  bowel,  but  a  dense  mass  of  inflammatory  adhesion 
has  existed  betweeu  the  loops  of  intestine  and  the  bladder, 
with  perforation  of  both  viscera.  It  occurs,  I  believe, 
most  often  in  males,  and  the  large  bowel  is  most  often 
involved.  The  commutiieation  is  not  always  direct ;  in 
fact,  there  often  seems  to  bo  a  sac  in  the  midst  of  the 
matting  material  between  the  intestine  and  the  bladder, 
^^  a  foyer  intermediaire/^  *  nor,  indeed,  is  the  track  be- 
tween the  bladder  and  apposed  bowel  a  straight  undevi- 
ating  way.  Often  it  is  oblique  and  tortuous,  and  thus  a 
valvular  bladder  orifice  is  formed  which  permits  gas  or 
fnecal  elements  to  pass  into  the  bladder,  but  not  back 
from  the  bladder  into  the  gut. 

Occasionally,  however,  the  opposite  extreme  holds,  for 
the  hole  is  so  large  tlxat  one  or  even  two  fingers  can  be 
passed  through  the  perforation.  In  these  the  urine 
enters  the  rectum  or  bo  we!  and  induces  an  irritative 
diarrhoea,  a  point  which  introduces  the  subject  of  the 
difiiculties  of  cystoscopy  in  such  cases. 

Di^cuUies  in  eystosropy. — At  the  risk  of  repetition  I 
wish  to  insist  upon  the  difficulty  of  seeing,  by  means  of 

*  Chavauaaz  found  this  existing  in  22*10  per  cent,  of  his 
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cystoscopy,  a  minute  orificial  connection  with  the  bowel. 
The  patient  may  only  complain  of  a  puff  of  faecal  gas 
when  the  act  of  urination  takes  place,  or  a  slight  faecal 
smell  in  the  urine  with  an  occasional  microscopical  evi- 
dence of  food.  The  cystoscopist,  under  these  conditions, 
can  rarely  detect  the  orifice,  for  there  is  no  guiding  line 
in  the  shape  of  pus  to  be  extruded  from  it  by  pressure. 
He  must  be  guided  by  localised  swelling  of  the  mucous 
membrane,  and  be  especially  careful  to  note  small  collec- 
tion of  villous  processes  and  grape-like  cysts  which  are 
near  or  at  the  orifice  of  such  irritating  fistulae.*  He  must 
bear  in  mind  that  the  orifices  may  be  multiple. 

'Under  certain  conditions  cystoscopy  is  impossible  as 
well  as  unnecessary, — In  some  cases  the  channel  of  com- 
munication between  the  bowel  and  the  bladder  is  large ; 
in  one  of  my  patients  it  admitted  two  fingers  easily.  In 
such  a  case  the  urine  passes  into  the  bowel,  especially  if 
the  orifice  is  low  in  the  large  intestine.  There  is  then  a 
constant  diarrhoea,  whilst  the  faecal  matter  passed  per 
urethram  is  liquid  or  semi-solid,  and  intensely  irritating. 
With  these  large  openings  cystoscopy  is  impossible,  for 
the  bladder  cannot  be  distended  with  water,  the  medium 
pouring  into  the  bowel  as  fast  as  it  enters  the  bladder. 
Nor  is  cystoscopy  of  any  use,  for  the  clinical  evidence  is 
ample. 

Again,  in  a  certain  proportion  of  such  cases  the  puff  of 
gas  (pneumatnria)  with  a  faecal  odour  may  be  derived 
from  the  prostatic  urethra  by  a  communication  between 
one  of  the  seminal  vesicles  and  the  bowel,  and  for  this 
the  cystoscope  is  of  course  useless.     Cf.  failure  (p.  555). 

*  The  situation  of  the  orifice  of  the  fistula  is  of  importance  as  govern- 
ing the  treatment.    Chavaunaz's  statistics  are  as  follows  in  the  cases  in 
which  the  point  was  determined  by  autopsy  (Kelly,  op.  cit.)  : 
44*47  per  cent,  communicated  with  rectum. 
2407  „  „  „  sigmoid. 

1111  „  „  „         colon. 

7*40         „  „  „         colon  and  ileum. 

1'85         „  „  „         appendix. 
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Clinical  Notes  on  VesicO'enteric  Fisfulm* 
I  propose  to  p^ivo  only  three  illustrations. 

Example  1, — I  was  aslced  by  Mr.  Loctbart  Stephens*  of 
worth.  September,  1903*  to  8ee  a  lady,  ret.  60,  Sbo  had  had  severe 
pain  along  the  left  ureter;  none  in  the  kidney,  Slie  had  pas  in  tbe 
urine,  was  worried  with  vesical  iriitability  and  pain  on  orination, 
as  well  as  conBtant  perineal  pain«  She  was  aniBmic,  looked  lLJ«  and 
had  wasted.  fl 

On  cyatoacopy  tbe  left  ureteric  orifice  was  open*  and  its  mai^giii  ^ 
was  cedematous. 

To  its  outer  side  was  tbe  minnte  orifice  of  a  fistulona  track,  tbe 
margin  being  cedematoua  and  raised  so  as  to  resemble  a  ring  of 
white  currants.     The  size  was  that  of  a  small  shot. 

The  right  ureteric  orifice  was  quite  normal;  tbe  rest  of  the 
bhidder  was  a  little  dim,  but  healthy. 

Fer  tmginam  tbe  left  side  of  tbe  bladder  bfise  was  firm  and  thick, 
tbe  right  healthy-  The  left  aide  of  the  uterus  was  also  badly 
defined,  and  to  my  fingers  tbei*e  felt  a  decided  induration  passing 
upwards  along  the  left  ureter. 

I  gave  a  bad  prognosis*  advised  no  operative  interference,  ms* 
serting  that  tbe  left  ureter  was  becoming  blocked  by  the  compression 
of  cancerous  growth  around  it,  that  probably  this  wonld  open  into 
the  colon  if  it  hud  not  already  formed  a  communication  witb  it. 

The  bladder  was  washed  out  by  Mr.  Lockbart  Stephens,  and  the 
bowels  were  carefully  regulated  by  enemata  and  purgatives.  The 
patient  put  on  flesh  and  gained  colour,  au^,  very  properly,  the 
hopeless  nature  of  my  prognosis  was  commented  on  adversely  by 
tbe  friends,  but  little  by  little  tbe  improvement  in  ber  health  gave 
way,  ftjjcal  matter  appeared  in  her  urine,  the  commonication 
between  the  bowel  and  bladder,  either  directly  or  through  a  ster-  fl 
coral  abscess,  became  more  and  more  evident,  tbe  patient  emaciated 
and  finally  died. 

I  quote  this  case  to  show  that  the  cystoacope  was  here  ™ 
a  sure   method  of  investigation,  but,  in  the  absence  of   a 
post    mortem,    it     raufat    remain    an  open  question     what 
caused  the  vesico-intestiiial  fistula. 


ExA^MPLE  2. — Dr.  Edgecombe,  of  Harrogate,  brought  me.  in 
a  gentleman,  set,  45«  who  for  twenty  years  had  marked  entero-v 
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fittulu,  tlie  bliidder  opening  into  the  rectum  high  up.  Mr.  Teale,  of 
Leeds,  had  pei-fornied  one  opei*atioii  for  tlie  relief  of  stone  fornjing 
round  a  pieee  of  liiird  faeces. 

Cy«io*ropy,— Situated  on  tbe  pogterior  wall  in  tbe  middle  line  waa 
a  fig-ell  aped  gelatinous  granulation-body,  speckled  yellow,  such  as 
one  seen  guai'ding  an  old  perineal  fistula.  This  seemed  to  over- 
hang the  orifice  of  an  opening  into  the  gut  The  bladder  was  con- 
tracted, and  the  water  ran  verj  freely  through  the  opening  into 
the  first  piece  of  the  rectum. 

On  operating  I  found  an  enormously  thick,  inflammatory  mass, 
matting  the  back  and  left  side  of  the  bladder  to  the  bowel.  There 
waa  a  small  opening  and  track,  which  I  thoroughly  denuded  and 
cleaned.  It  gradually  healed,  and  wli^m  I  last  heardi  a  year  or  two 
later^  he  was  well.     But  the  majority  of  the  eases  are  unsuccessfuL 

EZAHFJ.E  3*— A  young  girl  was  sent  to  me  from  Cork.  She  was 
much  exhausted  by  diaiThoBa.  Yerj  little  urine  was  passed  except 
by  the  bowel,  and  she  was  greatly  irritated  by  the  passage  of  solid 
fiieces  per  urethram.  The  opening  from  the  bladder  into  the  sigmoid 
was  thick  and  indurated^  and  admitted  two  fingers.  It  waa  free 
from  cancer,  but  the  bowel  and  bladder  were  so  tightly  bonnd  down 
to  the  pelvic  brim  that  I  felt  nothing  ahoi't  of  resection  would 
suffice. 

I  resected  a  large  amount  of  the  sigmoid  and  first  piece  of  rect am, 
and  also  resected  the  diseased  part  of  the  bladder  and  repaired  both 
visceiii.     The  girl  died  of  shock. 

It  is  a  curious  clinical  fact  that  carcinonaa  of  the 
rectum  or  sigmoid  attached  to  and  on  the  point  of  break- 
ing into  tho  bladder  often  heralds  the  destruction  which 
causes  the  ent4?ro-vesical  fistula  by  a  severe  attack  of 
diarrhoea  and  yomiting.  On  or  about  the  third  day  after 
onset  of  tlie  gastric  intestinal  syraptoms  sadden  acute 
cystitis  supervenes  with  f«ecal  pncumaturia. 


C.  Fmtula  hitw«ek  thr  Bladdkr  and  otbkb  Pilvic 

ViSCEKA. 

I  have  already  quoted  a  case  of  suppurating  ovarian 
derraoid  opening  into  the  bladder.  Witliont  referring  to 
any  other,  I  propose  to  allude  to  the  following  rare  case. 

37 
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QaIS^— »J  hiiil|MnyiMttiey  qfaomeiffarB'  f  duration  /  mc  c^mtai^img 
t:  JMmim  h^tmttm  moc  and  bowel  and  hetweefi  me  ^ni 
dmik. — I  was  asked  to  see  a  patient,  set.  42, 
I  a  Uog^  ttKdoouiial  tumour,  stiukin^  fiecal  urine,  pnenmii- 
Ittrii,  %  pf^ol<Mi|prd  hectic  tempemtare^  and  great  emaciation  and 


On  cyilotcopy  the  UUdd«r  woa  compai^iivcly  beultbj,  bat  I 
■Otieal  llie  |Nlttteffi>«>sap«rior  wmll  was  bulging  forwards,  and  tmder 
Uii  pmiinwiee  was  m  fistulooa  opening  ^  Plate  XXXI). 

I  iHiSMM«d  m  mppnniting  ovarian  dermoid,  and  cat  into  tbe 
tvoiQiir  «lN>f«  th^  pubes.  It  was  adherent  to  tbe  abdominal  wall, 
to  IlliU  tlie  peritoneAl  caTitj  w&s  not  opened.  Pus,  faeces,  and  gas 
»iClf<^  in  Urg«  quantities.  After  a  thorough  irrigation  ^  bare 
fblal  fetuur  appeared  at  tlie  incision,  and  then  a  humerus.  I  now 
fill  m  macrcatcd  foetus  Ijing  in  a  puddle  of  faeces,  pus,  and  liquid 
ToUoonesftt  and  graduallx  enucleated  it  piece  by  piece.  Parts  of 
Um  wkM  boaea  ware  adherent  to  the  walls  of  tbe  sac,  and  bad  to  be 
pe«led  oft  with  aome  force,  I  then  tried  to  open  tbe  peritoneal 
cavitj  at  tbe  aidea^  in  order  to  dissect  out  tbe  wall  of  the  aac  in 
which  the  fcitus  bad  laid,  bat  tbe  bowels  were  not  onlj  adherent  to 
it,  bal  «o  greiklly  ^ftened,  that  I  desisted.  Fiuallj,  I  was  forced  to 
pack  the  big  CAvitj  of  tbe  sac.  Tbe  patient  rallied,  and  died  in  a 
few  honrs. 

Before  she  died  I  was  able  to  obtain  a  history  from  her,  but  it  ia 
apen  to  doubt  as  regards  tbe  accuracy  of  tbe  time,  "  She  stated 
that  eight  (?)  years  before  she  came  under  my  care  she  became 
pregnant,  and  when  she  was  decidedly  big  she  made  aiTangements 
for  her  confiuenient.    The  various  symptoms  of  pi'egnancy,  how«^ 


•  I  reoeireii  the  following  notea  from  the  Gyniecologist : 

Breasts  do  not  look  active;  right  nipple  retraoted;  children  all 
suckled  rtt  left  bn^st, 

i4N<lom#n, ^Central  swelling  reacbing  within  two  fingers'  breadth  above 
umbilicus.    Skin  over  abdomen  takes  impression  of  stethoscope  readily^ 

^itacullati<»a. — Crackling  sounds  heard  over  swelling. 

Ftrrasfiofi.— Resonance  over  swelling. 

Abdomen  is  diatend€»d  as  a  whole,  though  not  very  lar^e. 

Pit  eai^inam.— ITtt^rua  lixeii.  Vaginal  cervix  small  and  not  soft. 
H^rd  mass  (fixe*!)  in  front  of  uterus  continuous  with  swelling  felt  by 
abdouu^n  ;  felt  ujore  to  the  loft  than  right.  Sound  passed  rather  leas 
thftu  iioniial  distance  into  uterus. 

Catheter  paaaed.  A  few  drops  of  yellow,  punilent,  offensive  fluid 
withdrawn  (patient  bad  previously  micturated). 


PLATE   XXXI, 


Tubal  pregnancy  of  seven  years'  duration.     Macerated  fcetus.     Opening  between 
sac  and  bowel  (sigmoid),  also  between  sac  and  bladder.    Operation.    Death. 


IUiCrs««a  %*A  ftimlU  by  l^a  h  0>«Ml LO, 


TTI 


i 


1 


KLBCTRIC-LIQHT   CYSTOSCOPY.  555 

erer,  gradually  disappeared,  and  ber  abdominal  swelling  subsided 
Bltghiljr,  bitt  for  ike  last  seven  (?)  years  she  has  had  a  *  large 
larop'  in  her  right  side,  which  remained  after  her  bellj  bad  gone 
down.  Three  months  ago  she  received  a  severe  blow  oo  this  l«mp, 
and  two  days  later  she  had  great  pain  in  her  belly  and  sickness. 
Since  then  she  had  been  ill." 

On  post  mortem  it  was  evident  I  had  been  dealing  with  a  left 
tubal  pregnancy  which  had  suppurated,  become  adherent  in  every 
direction,  and  perforated  into  the  bladder  and  the  sigmoid  bowel 
{ Plate  XXXI).  The  sac  which  had  contained  the  fffitus  conld  not 
be  dissected  away  from  the  hollow  viscera  which  sniTonnded  it.  The 
bones  of  the  fcEtos  were  examined  by  an  expert,  and  stated  to  be 
about  the  Efth  month. 

I  cannot  conclude  this  chapter  without  adducing  a 
failure  in  order  to  show  the  limitations  of  cystoscopy, 

I  was  asked  to  examine  a  gentleman  over  sixty  years  of  age,  who 
for  some  months  had  had  symptoms  of  an  abscess  opening  into  his 
bUdder.  The  pus  decreased  and  increased  as  the  temperature  roee 
and  fell.  On  cystoscopy  I  was  much  hampered  in  my  view  as  well 
as  disconcerted  by  a  fixed  and  uniform  bulging  of  the  postei'ior  wall. 
This  80  obliterated  the  bladder  space  that  my  cystoscopy  was  a 
failure.  I  could  find  no  orifice  of  any  abscess  sac  opening  into  the 
bladder.  On  examining  by  the  bowel  I  encountered  a  large  firm 
swelHng  between  the  rectum  aud  ihe  bladder  back  in  the  position  I 
had  noted  during  the  cystoscopy,  but  what  this  was  I  could  not  deter- 
mine. It  was  hard  enough  to  be  malignant,  and  yet  the  condition 
of  the  patient  rather  negatived  this  suspicion.  I  subsequently  learnt 
that  he  suddenly  became  worse,  and  that  a  surgeon  was  called  in  to 
see  him.  found  evidence  of  softening  in  the  mass  between  the  rectum 
and  bladder,  and  promptly  laid  it  open  from  the  perineum.  A  large 
amount  of  pus  was  evacuated,  and  the  patient  was  cured.  I  under- 
stand the  diagnosis  eventually  made  was  suppuration  of  a  vesicula 
seminal  is. 
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Obscure   Diseases   of  the   Urethra.     By  E.  Hlkky 

Fen  WICK,   F,E.C.y,,   Surge+iU  Uj  the  London  HuapituL     03  lUastEUtion 

BY    THE   EAUB   AUTHOR. 

Obscure  Diseases  of  the  Kidney,  the  Value  of 

Frt'teric  Metttascupy  in  their  Diaicno^is  and  Treatment.     14  Plates  rind    13 
Fi!L,nux?B  in  the  Text,     5«.  nJ. 

AL8i> 

Operative    and    Inoperative    Tumours    of    the 

L'rinary  Blmlder.     3V)  Illustrations.     5*.  net. 

AL«0 

Tumours  of  the  Urinary  Bladder    Fasc*  I.  5^?.  net/ 
Ulceration  of  the  Bladder,  Simple,  Tuberculous, 

and  Maliipiant ;  a  Oiuical  Study,     lllual rated,     i^.f 

A  1.80 

A  Handbook  of  Clinical  Cystoscopy.     31  Plates  and' 

1  Hr  Fiij^ure-s  in  the  Text,     l^s,  net, 

A  L-SO 

Atlas  of   Electric   Cystoscopy.     34  Coloured  PUt 

2U.  net. 
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Midwifery        ^        Gynaecology 
Medical  Jurisprudence 


Manual  of  Midwifery,  including  all  that  is  likely 

U>  be  re(|iijre<l  by  Students  and  Pmctitioners.  By  Alfred  L,  Galabin. 
MJk.,  M.D.,  F.K.C.P,,  ConaultiiiK  Obstt'tric  Physician  to  Guy's  Hospital. 
Sixth  Edition.     329  EngrayiTi^,     I-U.  net. 

Manual    of    Midwifery.       By   T.    W.    Eden,    M.D, 

CM.Edin.,  F.K.C.PJ/f>iid.,  Assistant  Obstetric  Physician  and  Lectxirer  on 
Praoticftl  Midwifery,  Churini?  Cross  Hospital,  20  PUtee  and  233  niiistm- 
tions  in  the  Text.  '  Im.  6d,  net. 

A  Short  Practice  of  Midwifery,  embodying  the 

Tnntment  mloptt-d  in  the  Kotimdii  Hospital,  Dublin.  Bv  Hknrt  Jbllbtt, 
M.D.,  B.A.O,Duh,,  Ex- Assistant  Master,  Itotunda  Hospital.  Fourth 
Eiiition.     152  ninstrations.     Bs,  Od, 

BT   THB    6  A  mi   AXTTHOK 

A  Short  Practice  of  Midwifery  for  Nurses,  with 

a  Gkiasary  of  tlw  ^b^lienl  iVnua  nsM  in  the  Buolr,  Second  Edition. 
4  Coloured  Plat*»s  .in<l  i:H  UlustmtUm^,     \U,  i\d.  net, 

A  Short  Manual  for  Monthly  Nurses.     By  Chakles 

J.  CrLLisawt-RTH,  M.D.*  F.R.C.P,.  OUtetric  Physicijm  to  St.  Thonuw'a 
Hospital,  and  M.  A.  ATK:iNiK)N%  Matnin  of  the  General  Lying-in  Hospital. 
Lambeth.    Fifth  Edition,     Ii.  t)d. 

Diseases    of    Women.       By  Alfred  L.  Galabin,  M.A., 

M.U..  F.R.C  p..  Consulting  Obstetric  Physician  to  Guy*s  Hospital.  Sixth 
Edition.     2H4  EnifrairingB,     Ittf.  net, 

A  Short  Practice  of  Qynsecology.   By  Hemu  Jellltt, 

M,D,.  B.A.O.Dnb.,  Ex-Asaii»taiit  Mftsjtf^r,  K^itunda  Hospital.  Dublin. 
Second  Edition.     225  Illu^tnitiona.     hH.  Hd. 

Outlines  of  Gynaecological  Pathology  and  Morbid 

Auiit«niiy.  By  L\  Hlbekt  K«>bbrts,  >IJ>.L«tnd  ,  Physiciaa  ta  tlie  Saiuiir- 
itan  Free  Hospital  for  Women.     151  Illustrations.    21t. 

Lectures  on   Medical  Jurisprudence  and  Toxi- 

rMlo.^'y,  By  Fkkd.  J.  Smith,  M.D.,  FJl.CF.,  Ijectnrer  on  Forensic  Medicine 
and  roxieolof^'  at  the  London  Hospital.     "J*  Gd, 

Medical  Jurisprudence:  its  Principles  and  Prac- 

tito.  By  ALrRED  S,  Taylor.  M-D.,  F.R.C,P.»  F.K,S.  Fifth  Edition*  by 
FaiED,  J,  Smith,  M,D..  F  R.C.P,,  Leoturvr  on  Medicine  at  the  Londoi 
Hospital.    2  vols.    39  EngTaring^.     30$.  net. 
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^        ophthalmology 


Nettleship*s  Diseases  of  the  Eye.   %Sixth  Edition- 

K-nisoil  iiii.j  Eiiit*_a  I  y  W.  T.  H.ilmeb  Spiceb,  M,B..  FEC.S.,  Ophthalmic 
Hui'geon  to  St.  BaHh^jh-iiM'Ws  Hoispital.     1«31  Kngravings.     81,  6*i. 


Medical  Ophthalmoscopy :  A  Manual  and  Atlas. 

Foiiith  EHlition.     Ws  Snt  W.  R   (iiiWEHS,  M.l).,  F  K  S,»  and  Marcvs  Glx>', 
M.Ji..  F.RC.S.,  Surf^oun  to  the  R4>yal  Loudon  Ophthalmic  Hospital,     Aat<>.      \  | 
t>qK'  Plnt<?9  and  Woo<lpnt^.     Us.  net*  \  | 

Manual  of  Ophthalmic  Surg^ery  and  Medicine* 

liy  \W  If.  J  I-  Jessmp,  M.A  ,  F.K.C.y,,  Ophthiilmie  Siir^eon  to  St.  Bartholo- 
ijitHv's  lloii|jital.    5  ColourL'd  Plated  and  110  WtXKJciits.    9s,  6<J. 

Practical  Handbook  of  Diseases  of  the  Eye.    By 

l>.  ('halmkks  Wat8on,  M.IJ.»  OplitliHliiiie  PhyBiciaE,  Marshall  Street  Di»- 
ponsiiry,  Ediiibiirgli.     StHiond  Editimi.     9  Coloured  Plates  and  31  Fig 
in  tlif*  Text,     ij.s,  net. 

Diseases  of  the   Eye.     Hv  Ckcil  Edwakd  Shaw,  M.D,, 

3f.(1]  .  ^ J|»1itluiliiiic  Surgeon  tnthf  F]wterHospitrtJforChil<lrc»u  and  Womon, 
lielfa^t.     With  a  lV'*jt-Cax'd  for  t\doiU"  Hlinduess,     3s,  t5<i. 

Refraction  of  the  Eye:    a  Manual  for  Students. 

By  *ii"KTAvi"H  HAUtRU^JK,  F.R.C.S.,  Siiri;e<m  !<♦  tlit^  Knj-jil  Wt»i?train&t*^t 
Ophthalinie  Ikispital.  Tliirtit^Eith  Edition.  105  IHustratioRs,  also  Test- 
typ^s,  etu,     (k. 

BY    THE    SAME    AUTHOR* 

The  Ophthalmoscope:    a  Manual  for  Students. 
Ocular    Therapeutics   according   to    the    most 

K«venl  I«i!i(.*jvtrje9.  By  I»i\  A,  Dauikk,  'IViin8kted  by  Sydney  Stkphknsojj, 
M.B,,  C.Mh,  tJphtLahnic  Surgeon  to  the  Evelina  Hospital  and  the  North- 
Eawteni  Hosi>ital  for  Cliildren,     lUs.  Bd.  not. 

Elementary  Ophthalmic  Optics^  including  Oph-* 

thalinescopy  and  Retii^oseopy,  Hy  J.  Heuhkkt  Pabsons,  B.S.,  B  Sc, 
F.K.C.S,,  Curator*  Koval  Loiiibjii  Ophthulioie  li^jripitah     GO  lllust rations. 

Royal    London    Ophthalmic    Hospital    Reports. 

By  tho  Metlical  and  8111  ^^icAl  Staff.     Vol,  XV1»  Part  IV,     5*.  net. 

Ophthalmological  Society  of  the  United  King- 

ihnn.    Trnntiactious.     VoL  XXV.     12«.  <w/.  net. 


Otology  ^  Paediatrics  ^  Dentistry 


Diseases  of   the   Ear,    including  the  Anatomy 

and  Physiology  of  the  Orgiin.  tosjet her  with  the  Trf;itmL>nt  of  th^*  Aff^.ti  m.^ 
of  tilt*  Nose  and  Pharynx,  By  T,  Mark  Hovill,  Senior  Aural  Sur^em  t" 
the  London  Hospital.     S&cond  Edition.     1 2d  En^^ring^.    21s. 


The  Diseases  of  Children*     By  James  f.  Gwdhaut, 

M.D..  F,K.CP..&nd  G.  F.  Still,  M,D,.  F.K,C.k,  Ppof<>ss*:>r  of  the  Diseases 
of  Childt^n,  King*8  Colle^.     Eighth  Edition,     12j>  6tf.  net. 


The  Wasting:  Diseases  of  Infants  and  Children. 

By  El^tack  Smeth,  3(.D,.  F.K.C.P.,  Phvoit'iiiii  to  tho  King  of  tho  Belgmtis, 
and  to  the  Eiiat  Lotiflon  Hospital  for  Children,  Sixth  Edition,  ti^. 


On  the  Natyral  and  Artificial  Methods  of  Feed- 
ing Infanta  and  Young  Chililji*en.  By  Eiimund  Cautlkt,  M.D.,  PhysiciiUi 
to  the  Belgrave  Hospital  for  Children,     Second  Edition,     It.  6ci 


Dental  Anatomy,  Human  and  Comparative:   a 


graTingB, 


Bv  Chables  S,  Tumes,  M.A„  F.R,8. 
12f .  Qd,  net. 


Sixth  Edition,     2m  En- 


BT   THl   SAME   ATTTHOB. 


A  System  of  Dental  Surgery,     By  Sir  Jobn  Tomes, 

F.K  S,     B«7ised  by  i\  S.  T.tsies,  31. A „  RK.S.,  and  Waltkr  S.  Nowell, 
M.A.Oxon.     Fifth  Edition.     318  Engnivinga.     las.  net. 


Practical    Treatise    on    Mechanical    Dentistry, 

By  Joseph  R!CHARI)SO,v,  M.D..  D.D:S.   S«?venth  Edition,  revised  and  edited 
by  GEORr.E  W,  Warren*  D.D,S.     690  Engravings.     22*, 


\    Decay    in    Teeth:     an    Investigation    into    its 

S  Cause  and   Prevention.     By  J,  Sim   Wallace,  M,D.,  D,Sc.,  L.D.S.K.C.S. 

)  Sec4>nd  Edition.    00. 


A   Manual   of   Dental   Metallurgy.    By  Ernest  a. 

Smith,  Aasay  Office,  Sheffield.    Seoond  Edition.    38  lUtistrntiood.    e*.  Od. 


Dental    Materia    Medica,    Pharmacology,    and 

ThertLpeuticd.  By  Charles  W,  QLAfiaixoTON,  M.B.C.S,»  IuD,S,£diji. ;  Senior 
Dental  Surgeon,  Westminster  Hospital.    6«. 
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;  Tropical  Diseases  ^  Dermatology 


The   Malarial    Fevers   of   British    Malaya.     By 

Hamiltcjn  WifiiiHT,  M-D,  (MrGiLL^  Director  <if  the  Institute  for  MMiciiJ 
Kifdearch,  FedvrjiUMl  ftliil:iy  States.     Map  and  Charts,     3»,  ttvt. 


BT    THE    BAME    AHTHOK, 


L 


The  Etiology  and  Pathology  of  Beri-Beri,     \Mth 

Map  and  Charts.     3&.  net. 

BerUBeri:     its    Symptoms    and    Symptomatic 

Treat  III  en  t.     By  Percy  N.  Grbrakd,  M,D.,  District  StirgeoD,   Ft*d  t*nit*xl 
Malay  Stat€>8  Civil  Service?.     2s.  (kt.  net. 

6T   THE  SAMS   AtrTHOR. 

Extracts  from  the  above,     l^.  6d,  net. 

On  the  Cayses  and  Continuance  of  Plague  in 

Honi;  Kuny,  with  Sujsfn^'stions  as  to  EeuiL'dial  Mfjasurf  s ;  »  Report  pt*=ient'e 
to  the  Seeretary  of  State  for  tlie  CoIonieB.  By  W.  J,  Simpsok,  M.r 
F.E.CP,     NunierouF  ('hiii-ts  and  liiaj^rami*,     Hj*.  net. 

On   the  Outbreak  of  Yellow  Fever   in    British 

lIuiidimLa  in  ItlOti,  together  with  an  Ai^cinmt  of  the  Distrihutiou  of  the 
StegoniyiR  faiatiiita  in  Belief,  and  the  Measiart^s  tiet'essjiry  U*   Stamp  t>ut 
ur  Prmi'nt  tho  Occiirrence  of   VeHow  Fever  ^  a  Report  presented  to  t 
Government  of  that  Coh»ny.     By  Kubert  Boyck,  M.B.,  F,R.8,    llliistriitt* 
with  numeroua  Plates  and  Phins.     Folio.     3s.  (W.  net. 

A    Handbook    on   Leprosy*     By  s.  p.  Imfey,  .m,u,,' 

late  Chief  uTid  Meiliciil  Superintendent,  Rob1>en  Island  Leper  and  Lumitic 
Atnyhiiusi,  I'ajie  Colony,     '^S  Tlates,     12ii. 

A  Manual   of   Diseases  of  the   Skin,   with   an 

Analysiij  of  20,CM10  Coiiseontivi*  Cabi-b  and  a  Funnivditry,     By  Duncaj«  E. 
BrLKLEY,  M.D.,  New  Yuik.     Fniitth  Editiun.     ii5.  6tf. 

Skin   Diseases  of  Children.      By  Geo.  IL  Fox,  M.a. 

Clinical   Professor  of   Diseases  of  the   Skin,   College  of  Fhysiciatts  and 
Sur^^ons,  New  York,     12  Pboto^itvnre  and  Cliroiuogm[»hie  Plattis  and  60  _ 
llhistnitions  in  the  Text,     12*?.  Vul. 

On  Maternal  Syphilis,  including  the  Presence"" 

and    EVeut^mitiun    of    Syphilitic   IVlvic    IHst/arie    in   Woiuen,     By  Jioin^  A- 
8nA\v  Mackenzif,  M.D.     Colourerl  I'hites.     lUjr,  t>»i. 

The  Diagnosis  and  Treatment  of  Syphilis.     By 

Tom  RoBiNhoN,  il.IiSt.  And.,  Physician  to  the  Western  Skin  Hospital 
Second  Edition*     '6s.  6d, 

BY   TttlD   BAME   AUTHOR. 

The  Diagnosis  and  Treatment  of  Eczema.   Second^ 

Edition.     3sJWf. 

Ringworm,   and   some  other  Scalp  Affections: 

their  Cause  and  Cure.    By  Haydn  Bhown,  L.E.C.P.Ed.    bs.  ^ 
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Chemistry        ^        Physics 


Chemistry,   Inorgaiiic  and   Organic.    Bv  Charles 

L.  Blokasi.  Ninth  Edition,  by  J.  >f.  Tho5is^>x,  F.R.S.»  Profc^ssor  of  Chem- 
istry in  Kinj^'a  College,  London,  and  A.  G.  Bloxam,  F.I.C.  284  En- 
gmringB.     IBs.  net. 

The  Elements  of  Chemistry.  By  M.  M.  Pattison  Mlir, 

M.A.,  Fellow  of  Caiiis  C^dlft^r.  Canibridtf^s     Illu^tratevl,     H.M,  (y*i.  net. 

The  Analyst's  Laboratory  Companion:  a  Col- 
lection of  Tables  and  Data  for  Chemiata  and  Stndente.  By  A.  £.  Johi*sun, 
B.Sc.  F.I.C.     Third  Edition.    6s.  tW.  net. 

Commercial  Organic  Analysis:    a  Treatise  on 

the  Pro|>LTtieii,  Mo<lt«3  of  Asi&aying,  FroxJniate  Analytical  Exaininatiuni 
etc.^  of  Organic  Chemicals  and  Prodncts  UBed  in  the  Art«,  Manttfactiire«, 
etc.     In  7  vols.     By  A.  H.  Allen,  F.I.C.     !_  Prospectus  on  application*] 

Voly  metric  Analysis;  or,  the  Quantitative  Esti- 
mation nf  Chemical  Substances  by  Measure.  By  Francis  Sctto.v,  F.C.S., 
FJ.C.    Ninth  Edition.     121  Engrayings.    20f.  net. 

A  Manual  of  Chemistry,  Theoretical  and  Prac- 

ticiiL  By  William  A.  Tilusv,  D.Sc,  FJiS.,  Pn^fei^rfor  *>f  Oieini.stry  in 
the  Royal  C<*ilege  of  Science,  London,     2  Pluteis  and  l^l  W<n,»deiits.     la*. 

Valentin's  Practical  Chemistry  and  Qualitative 

and  QuAntitative  Analysis.  Eilited  by  Dr.  W,  R.  HoptiKiNsuK,  F  K.S.E., 
Professtir  of  Chemistry  at  the  B4:>yal  Military  Academy,  VVcfolwich. 
Ninth  Edition.     Engravingis,  9«,     (The  Tables  sejwirately,  2*.  6*i:) 

A  Handbook  of  Physics  and  Chemistry  for  the 

<V*fijomt  Board.  By  H.  E.  Cor  bin,  B.S4.\Lond..  and  A.  M.  Stewakt, 
B,Sc%Lon<l.     Second  Edition.     153  IllnstnUioDa.     6s.  6d, 

A  Treatise  on  Physics,   By  Andrew  Gray,  LL,D.,  FJI.S., 

Pri:«fo3sor  of   Xatural  Philosophy  in   the  University  of  Glasgow.     Vol.  I. 

Dj^nsimica  and  Projx'rties  of  Matter.     350  Illustrations.     15s. 

Practical  Chemistry  and  Qyalitative  Analysis. 

By  Frank  Clowe«,  D.ScIxmd.,  Professor  of  Chemistry  in  the  Unireraity 
ColL,  Nottinifham       Seventh  Edition,      101  Engravings,     Ss,  6d, 

Quantitative  Analysis.      Bv  Frank  Clowes,  D.ScLond,, 

and  J.  B.  Coleman,  A^R.C.ScL  I>nb.;  Profeesor  of  Chemistry,  South-Weat 
London  Polyteohmc     Seventh  Edition.     125  Engravings,     10^. 

BT    THE    SAMS   AUTHORS, 

Elementary  Practical  Chemistry.     Fourth  Kdition. 

Part  I.     <.»eueral  Cliemiatry.     7o  En^nr&vinga,     2s.  (id.  net* 
Part  11.     Analytical  Chemist rjv     2<»  En^rravings.     2ii.tW.net. 

Introduction  to  Chemical  Analysis.    By  Hlgu  C.  H, 

Caxiit,  B.A.,  B  S:..  F.l,C.,  Lecturer  on  Chemiatry  in  the  London  Hospital 
Medical  Colh^T''-  Aiudyst  to  the  London  HospttaK    3«.  6*1.  net. 

Researches  on   the  Affinities  of  the   Elements 

and  on  the  Causes  of  the  Chemical  SimQarity  or  Dissimilarity  of  Elements 
and  Compc»imdB.    By  OcorraKT  Martin,  B.9c  Iiond.    Hhistrat-tHi,    ld«.  net. 
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Microscopy 


Miscellaneous 


The   Microscope    and    its    Revelations*      Bv  the 

late  William  H.  Cabpentkk,  O.B.,  M,D.,  LL.D.,  F.B.8.     Eij^hth  Edition, 

hy  the  K-ev.  W.  H,  Dallinoeb,  LL.D.,  F.R.S.     23  VUtm  and  mort*  th^n 

8C>fi  Wood  En^aviiigrs.    2H#.    Half -Call  32^.  j  or,  in  two  Tt*ls,  sold  sepnuiWljj 

cloth,  14j.  each. 

Vol.  I.  The  Microscope  and  its  Aecesaories. 

Yol.  n.  The  Micr«:>8copp,  its  Kevelations. 

Tile  Microtomisrs  Vade-Mecum  :  a  Handbook 

of  the  Methods  of  Microscopic  Anatomy.     By  Arthttr  Bollks  Lie.    Sixth 
Edition.     15«.  net. 

The  Quarterly  Journal  of  Microscopical  Science. 

Edited  by  E.  Ray  Lanke^ter,  M.A,,  LL.D.,  F.K.8.    Eiich  Nuipher,  los.  net 

Manual  of  Botany »  in  two  Vols.  By  J.  R|.vNHU.i> 
Oreen,  ScD..  M,A.,  F.KS.,  Profesgor  of  Botany  to  the  PharjuiKviitic*] 
Society. 

Vol,  L  Morphology  and  Anatomy.    Third  Edition,    778  En  . 
Vol.  IL  Classification  and  Phy8iolog}^     Second  Edition,      i   '    i     ,        ^ 
10s. 

BT  THE    BAHK  AUTHOR, 

An   Introduction  to  Vegetable   Physiology.    184 

m  list  rat  ions.     IDs,  6d. 

Therapeutic   Electricity  and    Practical  Muscle 

Testing-.      By   W.    S.    Hedley,  M.D.,  in  eharj^e  of  the  ElectD>  therapeutic    pi 
D epart  men t  of  t  he  London  H ospi t^i  1 ,     11 0  T Uust  mt  i <>ns .     S* .  ^t 

A    Handbook    of    Medical    Climatology.      By  S, 

Edwin  Solly,  M,D.,  M.K.C.S  ,  lat^?  President  of  the  American  Climatol  ,i'  il 
Association.     Engraxnugrs  and  Coloured  Plates.     16s. 

Nursing,  General,  Medical,  and  Surgical,  with 

an   Appendix   on    Sickroom   Cookery.      Bv    WtLFKBD   J,    Kadlst,   JLD„ 
F.R.C.P,,  Physician  to  the  London  Hoapital.     3s.  €vi. 

About  Dreaming,  Laughing,  and  Blushing.    Br 

Sir  ARTHtTR  Mitchell,  E.CB,     5.-!,  net. 

St.  Thomas's  Hospital  Reports.      By  the  Medical 

and  Sar|rieal  staff.     Vol.  XXXIII.     New  Series.     8«.  Otf*  net. 

Guy's  Hospital   Reports.      By  the  Medical  and  Surgical 

StAff.     Vol.  XLIIL     Third  Series,     lUs,  hd. 

Encyclopaedia  Medica.    Edited  by  Cualmkrs  Watsok, 

M.B.,  M  R.C.P.E.     In  14  Vohinies.    ^13  12«.  net. 
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